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Summary
This portfolio is a culmination of three years full-time training for the Practitioner 
Doctorate in Psychotherapeutic and Counselling Psychology at the University of 
Surrey. The portfolio contains three dossiers. The Academic Dossier contains 
three essays on theoretical models of therapy and lifespan issues. The 
Therapeutic Practice Dossier contains a summary of the three placements I 
completed whilst training. This dossier also contains a Final Clinical Paper in 
which I outline my personal and profession development during training and my 
current approach to practice. The Research Dossier contains a literature review 
and two research reports.
Statement of Copyright
No aspect of this portfolio may be reproduced in any form without the written 
permission of the author, with the exception of the librarian of the University of 
Surrey, who is empowered to reproduce the portfolio by photocopying or 
otherwise and to lend copies to institutions or persons who require them for 
academic purposes.
© Benjamin P. Rumble, 2009
Statement of Anonymity
Throughout the portfolio names have been replaced by pseudonyms and 
identifying information has been changed or omitted to preserve the anonymity 
and confidentiality of clients and research participants.
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Portfolio - Introduction
Introduction to the Portfolio 
In order to introduce the reader to this portfolio, I'd like to say something about 
my background prior to training, as I think this influences a lot of what follows. My 
academic background is predominantly within the humanities, rather than 
psychology, and, in particular, I have a longstanding interest in existential and 
phenomenological philosophy. Whilst philosophy tends to inspire much of how I 
think about myself and the world, my being-in-the-world is very much drawn to 
the helping relationship, and prior to training I was a mental health support worker 
for several years. I decided to train as a therapist after taking an initial certificate 
in counselling skills. What attracted me to counselling psychology was the 
opportunity to train and research as an applied psychologist in a therapeutic 
approach which explicitly values the client’s subjectivity. What has made my 
training into such a meaningful and fulfilling experience is that I've managed to 
find a career which allows me to combine my love of reflection and being in 
relationship.
Much of my journey as a trainee has concerned bringing these two sides of 
me together into what feels like an organic whole. In a way I'm the end product of 
this portfolio, in that I now feel much more of a feeling-thinking person; much 
more of an embodied human being, able to reflect on and be moved not only by 
clients and their world, but life in general. Indeed, what is frustrating writing this 
introduction is that, with the exception of the Final Clinical Paper, the writings 
which make up much of this portfolio best reflect my academic and research 
journey, rather than my emotional journey. My emotional journey took place in 
personal therapy, in relationship with clients, in personal and professional 
development groups with fellow trainees, in supervision and in writing process 
reports. However, my frustration that more of me isn’t reflected in this portfolio is 
perhaps inevitable, and is testimony to the fact that my journey has and continues 
to take place.
In introducing this portfolio I'd also like to emphasise that this is really the 
completion of four years, rather than three years work, which began through my
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completing an MSc in Experimental Psychology just prior to training. Although the 
MSc allowed me to gain GBR, the ‘conversion’ degree wasn’t a smooth one on a 
personal level. I loved that being a psychologist involves an active form of 
knowing which gets up and tests out ideas, and relates knowledge to a principal 
of beneficence. This ethos has fired my enthusiasm for writing and research 
throughout training, and also relates to my sense of responsibility as a 
practitioner to bring theories and research to the therapeutic setting in the service 
of the client.
However, I was also surprised by the extent to which the discipline I was 
entering seemed to have uncritically inherited a fairly Cartesian, dualist view of 
human being, epitomised by the division between cognitive and behavioural 
psychology. It seemed important to me to debate, criticise and deconstruct 
concepts as well as test them empirically. This was really brought home to me in 
my MSc research report, which explored the effect of depressed mood on 
memory. The empirical literature viewed depression as a form of information 
processing, rather than as a way of relating to ourselves and others. Where was 
the flesh and blood person I wondered? Has anyone actually experienced a 
cognitive bias? How might this literature and my research be of benefit to the 
client? Although the MSc left me with mixed feelings about how I might fit into 
applied psychology, I was excited that my background in an approach which 
explicitly questions the Cartesian division of body and mind might bring 
something useful to the counselling psychology table.
Having said a little about my background, I’d like to begin to orientate the 
reader with respect to this portfolio. The portfolio is divided into three dossiers. 
The Academic Dossier contains three essays, one from each of my three training 
years. The Therapeutic Practice Dossier contains my Final Clinical Paper and a 
short description of each of my clinical placements. The Research Dossier 
contains a literature review and two research reports. The theme I’ve explored 
throughout both the academic and research dossier is the relevance of 
embodiment to our understanding of the therapeutic relationship and client
9
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presentation. My interest in embodiment developed whilst a sociology 
undergraduate, and grew through my writing an MPhil on the role of the body in 
the work of Merleau-Ponty several years ago.
Understanding what it means to be an embodied human being is very much 
my hot topic, my passion. The reason I've pursued this passion in my writing and 
research is that it seems to me that our lived bodies are intrinsically relational. 
Understanding how each of us relates to our own body and how our bodies relate 
to each other might then deepen our understanding of the therapeutic 
relationship, and, hopefully, enhance clinical practice. I should also say that as a 
clinician I view embodiment as but one facet of my relationship with the client, to 
be attended to along with the core values, for example. However, this is the facet 
which interests me the most and about which the least seems to have been 
written. On a more personal level, I'm someone who loves to think and reflect on 
things, and reflecting on embodiment is something which keeps me very 
grounded and in relationship. It is also a way to fire my imagination both as a 
theoretician and a researcher.
Editing and compiling this portfolio has been a daunting but exhilarating 
experience. Looking back and retracing my steps, I’ve realised just how much 
these pieces of work represent stepping stones in my journey into counselling 
psychology. Rather than provide a linear introduction, summarising each dossier, 
what I’d like to do now is briefly retrace these steps with the reader in more or 
less the order they happened. These steps might then be one way to go about 
reading the portfolio, although I wouldn’t want to be prescriptive about this. With 
the exception of my year three research report, none of the pieces of work 
collected in this portfolio are significantly different from their original version, and 
have only been altered with respect to typos and improving clarity.
The Academic Dossier begins with my year one lifespan essay. I’ve included 
this essay because it was such an important first step for me. This essay is really 
me testing the water - seeing how well I can fit into applied psychology and 
clinical practice. In this paper I begin to explore the relevance of Merleau-Ponty’s
10
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relational sense of the body to counselling psychology. I also began to learn 
about the developmental role of the body in presentations, such as anorexia. 
What was particularly gratifying writing this essay was realising that a relational 
understanding of the body provides a way to side step the pathologising of 
experience which appears to happen within cognitive psychology’s account of 
‘body image disorders’. This allowed me to begin to think seriously about the 
relationship between embodiment and clinical practice. Writing and receiving 
positive feedback on this paper was a very affirmative experience, and I began to 
feel that I could really fit into and find a voice within counselling psychology.
My lifespan essay was in many ways a dry run for the year one literature 
review which opens the Research Dossier. The review is divided into a 
theoretical and a practice section. In the theory section I provide an overview of 
the phenomenological and psychoanalytic approaches to embodiment. What was 
particularly interesting about researching this section was trying to embed the 
phenomenological account of embodiment within infant research. Studies on 
neonate imitation and affect attunement, for example, served to further confirm 
for me the importance of our understanding the body in relational terms. The 
practice section allowed me to further explore the role of the body in clinical 
presentations, such as self-harm and affect regulation, and further emphasised 
for me the importance of understanding the developmental origins of adult 
distress. I should also let the reader know that I presented an abbreviated version 
of the theory section of the review to the 2008 Division of Counselling Psychology 
Conference, and a copy of the abstract for this paper is included at the end of the 
Research Dossier. Attending the conference and getting a feel for the counselling 
psychology community was another affirming experience, which further confirmed 
my decision to pursue training.
By the time I came to write the literature review I had sufficient clinical 
experience to reflect further on the role of embodiment in clinical practice. I’d 
completed a placement in which I’d worked with both children and adults, and, in 
particular, this had increased my awareness of the impact my own embodied and
11
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affective presence could have on clients. By reviewing the literature and thinking 
about my own clinical work, I decided to explore the role of therapist embodiment 
for my second year research report. This is the second article in the Research 
Dossier, and consists of an interpretative phenomenological analysis of 
interviews with therapists on the subject of embodiment. One of the interesting 
findings of this research was the extent to which clients can influence the 
therapist’s relationship with his or her own body. This led me to wonder about the 
impact of the therapist’s embodied and affective presence on the client. Exploring 
this question then formed the basis of my final year research report, the third 
article in the Research Dossier. For this report I interviewed trainees who had 
recently taken part in video recorded therapy sessions as part of their standard 
training, and then analysed the transcripts using grounded theory. I also 
presented a summary of both my research reports as part of a symposium on 
‘daring research’ at the 2009 Division of Counselling Psychology Conference. A 
copy of the abstract for this paper is also included at the end of the dossier.
I hope that the Research Dossier provides the reader with a holistic 
understanding of embodiment through exploring this dimension of the therapeutic 
relationship from both the therapist and the client’s perspective. Writing this 
dossier allowed me to draw on both my creative and reflective sides, and develop 
what is now a valued sense of myself as a scientist practitioner, producing 
clinically salient research. Although in research terms I’ve mined a very singular 
vein of the therapeutic relationship, overall I think this has given me a more 
holistic perspective on myself and my clients. Whilst I tend to identify my 
therapeutic approach as broadly psychodynamic, my research has helped me to 
listen into and be aware of both the verbal and non-verbal aspects of the 
relationship, and take care to consider the developmental background to clients’ 
distress.
Returning to the Academic Dossier, the second essay is my second year 
paper on the psychodynamic model. The course tutor encouraged trainees to be 
‘as theoretical as you like’ and I took him at his word. This essay really allowed
12
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me to follow my love of exploring and being creative with concepts. Although this 
is a highly theoretical essay, my motivation to float above the ground of 
psychological empiricism was an eminently practical one. This relates to my 
earlier comments that psychology has inherited concepts from philosophy (i.e. 
dualism), and yet seems unwilling to really engage with and question these 
concepts at a theoretical level. It seems to me that re-imagining concepts can 
offer new ways of thinking about ourselves as clinicians and of being with clients.
I would therefore encourage the reader to approach this paper as something of a 
science-fiction, rather than as science-fact. The paper developed directly from my 
engaging with psychoanalytic accounts of the body in my year one literature 
review. In this second year paper I try to consider how the body makes itself 
known to us. I do this through providing an overview of Freud’s 
metapsychological papers and the work of the French psychoanalyst André 
Green. Exploring how the body makes itself known seems a particular important 
question to consider, given that for many forms of embodied distress the body is 
experienced as something unknown and alien. The paper considers how the 
therapeutic setting might itself be considered as a space where as clinicians we, 
to a certain extent, wait on something unknown, and try to be sensitive to 
sensations which might disturb both our clients and our own bodies.
The final essay in the Academic Dossier was written in my third year, and 
focuses on the role of compassion in the therapeutic relationship, as espoused 
within CBT. Although CBT is the theoretical model with which I identify the least, I 
have chosen this essay because I feel it best represents my ability to relate 
theory to clinical practice. Over the three years of training my love of theory and 
reflection has been steadily offset and balanced by my growing ability to simply 
relate to myself as an embodied feeling person. I’ve realised I can sometimes 
hide away behind theory. Writing this essay was very different to my 
psychodynamic essay. Rather than head off into theory, my desire was simply to 
set out what compassion and CBT means for me as a counselling psychologist. 
Admittedly, this also involved a brief foray into neurobiology. But what interested
13
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me was neurobiology's ability to highlight the importance of developing an 
awareness of how my own embodied and affective presence can impact on 
clients. I should also like to draw the reader’s attention to a brief journal article 
published in the Counselling Psychology Review, and written during my second 
year. In this article I try to explore some possible consequences of the increasing 
influence of neuroscience on psychotherapy, and what a counselling 
psychological reception of neuroscience might be like. The reader can find this 
article at the back of the Research Portfolio.
Last but by no means least, the Theoretical Practice Dossier contains a brief 
description of the three clinical placements undertaken during my training. This 
dossier also contains what for me was the most significant piece of work written 
on the course, my Final Clinical Paper. I view this as the most significant because 
the other pieces in this portfolio are in many ways stepping stones to my 
beginning to find a voice as a counselling psychologist, able to speak in the first 
person in a way which combines my embodied, emotional and reflective being-in- 
the-world. In this paper I return to why I chose to pursue this profession, the 
transformation I’ve undergone during training, and what being-in-relationship 
means for me now. Overall I hope that this portfolio demonstrates what for me 
are two of the key values of my therapeutic practice, my ethos if you like: to 
prioritise and be wholly in relationship with the client’s subjectivity; and a 
commitment to developing knowledge which might improve the well being of both 
client and practitioner.
14
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Introduction to the Academic Dossier 
This dossier contains three essays from academic assignments submitted during 
each of the three years of my training. The first essay, written in the first term of 
year one, was for a course on lifespan. This essay is very much about my 
knocking at the door of counselling psychology, trying to say ‘look this is me, I’m 
interested in existential philosophy, I’m interested in the body, is this relevant? 
Can we relate?’ This essay is also about my enthusiastically beginning to learn 
about how difficult it can be to inhabit the body, and how this relates to client 
distress. I can still identify with this essay two years on. However, although I 
endeavoured to prioritise the subjectivity of the client, the heading ‘working with 
anorexia’ and my references to ‘anorexics’, reveals my lack of client experience. 
I’m considering the presentation more than the person, something which I would 
be reticent about doing now.
The second and third essays are my psychodynamic and CBT theoretical 
models of therapy essays. Although the psychodynamic essay was the most well 
received, this is the essay I now identify with the least. Although I enjoyed writing 
this paper, immersing myself in and combining different theories, the tone of this 
essay now feels too impersonal, too academic. In short it comes more from the 
head than the heart. I strongly believe that there is room within applied 
psychology for experimenting and speculating more with concepts (as opposed to 
just testing concepts in experiments). As a counselling psychologist it’s important 
for me to do this in a way which combines the abstract with the personal. The 
CBT essay comes closer to doing this, and hopefully explores the role of 
compassion in CBT in a way which gives a reasonable sense of me as a 
practitioner.
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Increasingly psychological therapies understand anorexia as a ‘body 
image disorder’ - how useful is this concept to counselling 
psychologists working with this client group?
Introduction
Body image (Bl) as a psychological construct was first defined by Schilder (1950) 
as “the picture of our own body which we form in our mind” (p. 11). Within 
mainstream psychology, Bl has developed into a multi-dimensional construct, 
consisting of perceptual, cognitive and behavioural components (Rosen, 1990). 
Controversy exists within the literature regarding the relative importance of these 
dimensions, and how to measure them. Yet despite inconsistencies across the 
construct, extensive meta-analysis of Bl studies found the construct remains 
clinically useful (Cash & Deagle, 1997). Bl is hypothesised to play a role in the 
aetiology and maintenance of several presenting problems, and, in particular, 
anorexia (Cash & Pruzinsky, 2002).
Based on the pioneering work of Bruch (1972), anorexia is distinguished not 
simply by a refusal to eat, but a denial of thinness. Bruch hypothesised that the 
anorexic’s Bl has somehow become distorted or disordered. Bruch also posited 
that treating eating behaviour alone was insufficient, and a realistic Bl was 
viewed as a precondition for recovery. It would appear that Bruch’s hypothesis 
has since been borne out by clinical studies. Follow up studies of anorexics with 
restored body weight only have found the majority continue to worry excessively 
about body shape (Rosen, 1995). Bl is now viewed as an important risk factor in 
developing anorexia, and is a significant prognostic factor in treatment, with base 
line measurements of Bl distortion predicting both recovery and relapse (Garner, 
2002; Rosen, 1990). A distorted Bl is also included in the DSM-IV-TR diagnostic 
criteria for anorexia (Davison, Neale & Kring, 2004).
With its roots in humanism, counselling psychology has developed in the 
margins of, though not necessarily in antithesis to, mainstream psychology, and
16
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posits that change is mediated by the quality of the relationship between therapist 
and client (Strawbridge & Woolfe, 2003). While recognising the relevance of 
positivist enquiry, counselling psychology also emphasises that therapeutic 
models should be grounded in enquiry into and respect of the client’s subjective 
world. Although first identified by a psychoanalyst, the dominant treatment 
modality for Bl disorders is CBT (Rosen, 1997). CBT views Bl within anorexia as 
a cognitive and perceptual distortion which, measured against the objective body, 
is restructured through cognitive and behavioural techniques (ibid). However, the 
idea that a client might possess a distorted Bl raises interesting questions for the 
counselling psychologist. By what criteria are we to judge that the client’s Bl is 
distorted? According to whose body? Is it possible to approach the construct of Bl 
in a way which allows the clinician to respect the client’s subjective view of their 
Bl, rather than implicitly making a clinical judgement that it is unrealistic?
By focusing on the example of anorexia, the current paper aims to situate the 
construct of Bl within a counselling psychological context. Firstly, I hope to show 
that Merleau-Ponty’s (1962) concept of the lived body situates Bl within a 
relational ethos of relevance to counselling psychology. This relational view of Bl 
brings a critical perspective to what might be viewed as mainstream psychology’s 
pathologising of Bl as a phenomenon which can become distorted or somehow 
inaccurate, and, hence, disordered. I shall also provide a lifespan perspective on 
Bl through discussing the childhood developmental of Bl as set out by object 
relations theory. Finally, I shall consider some of the treatment implications of Bl 
for counselling psychologists working with anorexia.
The Lived Body Image 
Merleau-Ponty’s description of the lived body developed within the context of 
existential philosophy, the key concept of which is arguably being-in-the-world. 
Rather than being faced by a world, we are always in the world, in the midst of 
the meaningful relationships, which give significance to our lives (Merleau-Ponty,
17
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1962). Merleau-Ponty posits that the medium for our being-in-the-world is the 
body, understood as an entity which is intrinsically subjective in nature. In 
contrast to the mind-body dualism still prevalent in cognitive psychology, the body 
for Merleau-Ponty is an essentially lived, relational entity. The various ways of 
being which compose our being-in-the-world are accompanied by an implicit 
awareness of the body, understood as the medium for inhabiting any given 
environment. This account complicates Schilder’s description of Bl as a static 
representation of the body. Bl, for Merleau-Ponty, is not so much a 
representation of an objective body, as a correspondence with a subjective world. 
We experience our Bl as an essentially felt power of inhabitation, which 
corresponds with and responds to the significance of a given task (Lingis, 1985). 
The body knows its way around. In other words, the task’s significance is 
understood in motor rather than cognitive terms. It follows that a meaningless 
task might be lived as a lethargic Bl, for example. To anticipate the discussion to 
come, Bl is a measure of both our involvement in the world and, when distressed, 
our withdrawal from the world. How, then, does our Bl develop?
Body Image Development 
The psychodynamic model offers a detailed account of how Bl develops in 
infancy, and, importantly, highlights the role of Bl in symbol formation. Freud 
(1923) posited that ego stability is initially based on a coherent experience of the 
body. Building on this hypothesis, contemporary psychoanalysis posits that Bl 
develops during the early relationship between care giver and infant (Farrell, 
1995; Krueger, 1989; McDougal, 1989). Interoceptive body sensations integrate 
into a coherent Bl through experiencing an empathically attuned carer; the 
infant’s body is literally given form through the consistency and accuracy of the 
carer’s empathie response to affective states, primarily through touch, voice, 
gaze and gestures (Krueger, 1989). Consistent attunement then allows the infant 
to withstand frustration at the carer’s absence. Krueger (1989) emphasises that
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the nascent Bl is intimately connected to what Winnicott (1971) refers to as the 
emergence of a symbolising space between carer and child. Objects, such as 
toys, come to occupy this ‘potential space’ and, through the transfer of positive 
traits from carer to the object, act as the first proto-symbols for the absent carer 
(Winnicott, 1971).
While object relations theory describes the predominantly sensation based 
development of Bl, Merleau-Ponty (1963), drawing on what Lacan (1989) refers 
to as the ‘mirror stage’, emphasises the visual aspect of the developing Bl. 
Merleau-Ponty (1963) emphasises that to have a Bl is always to feel yourself 
from within, and see yourself from without, as it were. Developmental 
psychologists have observed that at around 9 months infants begin to respond to 
their mirror image (Lacan, 1989)). According to Lacan’s mirror stage, the infant’s 
fascination with their mirror image is more than just one of recognition. The image 
provides the infant with a sense of completion, which overcomes the confused 
reality of the interoceptive body felt from within. Additionally, to see your own 
reflection is also to enter a shared visible world (Merleau-Ponty, 1963). To see is 
always also to be seen. It follows that the sense of completion the image provides 
is essentially an illusion; an always alienated identity, which is unsettled by the 
anxiety that others can take a viewpoint on you which differs from your own 
(Lacan, 1989).
The development of a coherent Bl therefore plays a key role in the child’s 
differentiation from and emerging relationships with others. According to this 
model, the distorted Bl associated with anorexia might indicate a developmental 
history characterised by inconsistent empathie mirroring by carers (Krueger, 
1989). Palazzoli (1974) and Bruch (1974) have described the parents of clients 
with anorexia as characteristically over controlling, unable to affirm their children 
as separate, distinct individuals. For example, over stimulation of the infant might 
result in an inability to integrate sensations and affects into a coherent Bl 
experienced as separate from the mother’s (Krueger, 1989). Bl might therefore
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remain indistinct and easily invaded, and sensations and affects misperceived or 
experienced as uncontainable (Krueger, 1989; Palazzoli, 1974).
An incoherent Bl also has potential consequences for the development of 
symbol use. Because the child is unable to differentiate their own body from the 
carer’s, the potential symbolising space between them is closed off. Unable to 
transfer traits from the carer to proto-symbols, the child is effectively caught 
within what Krueger (1989) describes as a “pre-verbal developmental arrest” (p. 
35). It follows that symptoms, such as refusing food and over exercising, might 
therefore be attempts to regulate overwhelming and unsymbolisable affects, 
through restoring a coherent and highly regulated Bl (ibid). From the perspective 
of Merleau-Ponty’s account of the lived body, the distress associated with 
anorexia lies in the idea that a coherent Bl is only restored through a separation 
from and constant battle with the body, experienced as overwhelming and all 
engulfing. The client’s tenuous transcendence of overwhelming feelings is 
achieved only by separation from and control of what, for Merleau-Ponty, is the 
very vehicle for our being-in-the-world.
Furthermore, as Weiss (1999) has astutely observed, Merleau-Ponty and 
Lacan’s bring a critical perspective to CBT’s hypothesis that Bl is the distortion of 
an objective and measurable body. A Lacanian or Merleau-Pontian account of Bl, 
by contrast, would want to emphasise that our Bl always begins as a kind of 
misrecognition. Simply put, there is no objective body from which to judge an 
image as distorted. This is not to downplay the distress of the malnourished body, 
and the clinician’s duty of care to the client. It is to suggest that to understand the 
meaning of a Bl, we need to stay as close as possible to the client’s subjective 
embodied world, rather than judge from the distance and height of a presumably 
objective body.
Weiss (1999) has argued that a Merleau-Pontian account of Bl would suggest 
that the anorexic person’s distress does not so much lie in possessing a Bl which 
has become distorted, but in possessing a Bl which has become rigid and 
inflexible. The never ending practices which serve to maintain a coherent but rigid
20
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Bl, progressively separates the person with anorexia from a shared being-in-the- 
world, and an ability to tolerate the divergent perspectives of others. It follows that 
a ‘healthy’ Bl is not so much an accurate one, as a flexible one; a Bl which is 
open to the cornucopia of being-in-the-world.
Working with Anorexia 
The therapeutic challenge of anorexia partly stems from the possibility that the 
presentation originates in a preverbal relationship with intrusive or unavailable 
carers (Krueger, 1989). Reduced food intake and excessive exercise creates the 
coherent but rigid Bl, which might otherwise have developed via empathie 
mirroring. While the Bl which develops via an attuned care giver allows a 
potential symbolising space to emerge between self and other, the anorexics’ 
ritualised body is similar to what Segal (1957) would describe as a concrete, 
rather than a communicating symbol, which effectively closes down a potential 
space for communication (Krueger, 1989).
Based on this hypothesis, one therapeutic approach is to assist the client to 
develop a Bl based on the empathie mirroring of the therapist, rather than the 
rituals of anorexia (ibid). Krueger describes an approach which, arguably, is 
particularly suited to counselling psychology. The therapist’s initial role is to 
immerse their own self in the client’s experience; to listen from within the client’s 
perspective and communicate this empathie understanding to the client. 
Understood as an empathie mirror, the therapist is then used by the client as a 
reference point with which to distinguish and begin to integrate sensations and 
affects. The client’s nascent Bl then allows a potential space to open between 
client and therapist within which distress can begin to be expressed verbally, 
rather than through the concrete symbol of the body.
Based on these comments, it follows that the empathie route towards the 
client might largely be paved with non-verbal material. In addition to gesture, 
posture and intonation, an awareness of psycho-somatic material becomes
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particularly important, as reported sensations can become the equivalent of an 
emotional response (McDougal, 1989). Listening in to non-verbal material 
requires a particular awareness of the therapist’s own body, which may 
unconsciously resonate to the client (Krueger, 1989; McDougal, 1989). In 
addition to heart palpitations, headaches, hunger, nausea and tiredness, 
therapists regularly report discomfort with their own Bl while working with 
anorexic clients, all of which are evidence of a pre-verbal communication 
between client and therapist (Magagna, 2000; Zerbe, 1998). The therapist’s own 
body therefore becomes an important vehicle for communicating empathy 
through, for example, mirroring posture or voice intonation.
While embodied mirroring provides one route towards communicating 
empathy, for the client to transfer from a concrete to a linguistic symbolising of 
their distress, and so begin to gain insight, the body also needs to enter 
language. Faced with what is often a lack of linguistic material, verbal mirroring of 
the client may become a precarious process of translation. This problem is 
compounded further by the possibility that the concrete symbol of the client’s 
body developed as a response to an overbearing relationship. A particular 
sensitivity towards the power of words is therefore required, as attempts by the 
therapist to put non-verbal material into words can be experienced by the client 
as an intrusive and threatening interpretation, precipitating a retreat into 
symptoms (Farrell, 1995; Palazzoli, 1974). By emphasising these challenges, I 
may have given the impression therapy with anorexic clients is essentially silent -  
this is of course not the case. Clinicians report the often excessive talkativeness 
of clients. The point to consider is that the client’s emotional core may somehow 
be cut off from language, and locked away in an over regulated body. Negotiating 
the potential space of recovery therefore requires particular attention to the 
client’s see-sawing between the body and words, and a heightened awareness 
regarding when and how words are used.
Finally, Merleau-Ponty’s description of the lived body emphasises for the 
clinician how Bl is essentially a kind of opening to the world and others.
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Alongside the empathie mirroring which might occur within the consulting room, a 
Merleau-Pontian approach to anorexia might emphasise the importance of 
becoming intimately in tune with the subjective world which the client’s Bl relates 
to. And, equally, the subjective world which the client’s Bl allows them not to 
relate to. Correspondingly, the clinician might assist the client to introduce new 
activities, which might facilitate a more flexible Bl. For example, a recent 
treatment approach incorporates horse riding to progressively loosen the rigid Bl 
associated with anorexia, and open the client to an enriched being-in-the-world 
(Duesand & Skarderud, 2003).
Conclusion
The aim of the present paper was to situate Bl within what might be regarded as 
a counselling psychological approach, rather than a specific treatment model. An 
approach, then, which prioritises the therapist building a relationship with the 
client which respects the singularity of their embodied being-in-the-world. The 
psychodynamic account seems particularly relevant because it places empathie 
mirroring as central to the genesis and treatment of Bl in anorexia, and draws our 
attention to the nuanced relationship between the body and language. Merleau- 
Ponty’s account of the lived body enriches this approach by emphasising that Bl 
is an essentially relational and subjective phenomenon, rather than an objective 
one. The very idea that the anorexic client is misperceiving their body 
emphasises the clinician’s distance from empathically understanding what Bl 
means for the client. For a trainee counselling psychologist like myself, these two 
approaches lead to the remarkable realisation that the very substance of our 
bodies bears the trace of an empathie relationship. The therapeutic challenge lies 
in the notion that empathie understanding is not simply a mirroring of the other’s 
words, but an attempt to understand and relate to their body.
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Outlines: The body-mind relationship in psychodynamic
psychotherapy.
Introduction
In recent years the concept of affect attunement has had an increasing influence 
on psychotherapeutic practice. Infant studies suggest that early attachment 
seeking behaviour is co-ordinated through the carer’s attuning to and maintaining 
the infant’s expressed affects within tolerable limits (Stern, 1985; Trevarthan, 
1993). The experience of an affectively attuned carer facilitates the infant’s 
developing ability to regulate affects, and deficits in early affect attunement are 
associated with adult presentations characterised by impulsivity and difficulties 
mentalising emotion (Fonagy, Gerely, Jurist, & Target, 2004; Krystal, 1978; 
Schore, 2003; van der Kolk, 1996). The therapist’s role is what Clarkson (2003) 
describes as ‘developmentally needed’, and assists in the regulation of arousal 
and the verbalising of affects (Fonagy et al, 2004; Schore, 2003).
In this paper I approach the concept of affect attunement from a slightly 
different angle, and build on a hypothesis forwarded by the Italian psychoanalyst 
Armando Ferrari (2004). Ferrari posits that the function of affect attunement is to 
facilitate what is referred to as an emerging vertical relationship between mind 
and body. The body, on this reading, is the mind’s first object. It follows that the 
mind’s ability to get to know and inhabit the body depends largely on the quality 
of the early relationship with primary carer’s (ibid). In addition to considering 
affects as mediating attachment seeking behaviour, focusing on the vertical 
relationship therefore requires clinicians to consider affects as intrapsychic 
representatives of internal bodily states.
For the therapist the relationship between body and mind is more than a 
philosophical problem. It is a question of well being, which, arguably, has direct 
consequences for how we work with clients whose relationship with their body 
has become a source of distress. In this paper I argue that a therapeutically
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useful account of the vertical relationship requires a refinement of the simplistic 
opposition between sensation and thought. When we say that a sensation is 
unthinkable what exactly do we mean? How helpful is this hypothesis for the 
client? Perhaps a more gradated vocabulary is required, which assists clinicians 
to think about affects, and informs the sharing of hypotheses. Writing this paper I 
found that Freud’s 1915 Papers on Metapsychology still have much to offer on 
this matter. Freud is interested in how the body makes itself known. Rather than 
introduce a simplistic opposition between sensation and thought, Freud posits 
that the body makes itself known through ‘psychic delegates’. The body is like the 
knock at the door; to find out who is there requires some mediation, some 
relationship. The vertical relationship, thus understood, is closer to a kind of 
relaying between body and mind. The delegate or knock might be very persistent, 
and requires a mind to emerge to make sense of what is happening. In exploring 
this relationship, I also found the work of André Green (1999) to be of particular 
interest. Green returned to and refined Freud’s account of affect as a psychical 
representative of the body. I conclude by briefly examining the consequences of 
Green’s model for how we view the analytic setting.
The Relaying between Body and Mind 
Freud conceives the vertical relationship between psyche and soma as a relaying 
between a sender (i.e. the body), a psychic delegate (i.e. the message), and a 
receiver (i.e. the mind) (Laplanche and Pontalis, 1973). Freud defines instinct 
(trieb) as the psychical delegate (psychische reprasentanz) of endosomatic 
excitations (Freud, 1915a). Neither strictly an abstract idea, nor strictly a material 
presence, trieb is best understood as a concept which borders psyche and soma. 
The delegate is like a mediator, capable of moving from body to mind. The 
delegate is also a demand which is continually placed on the mind as a result of 
its connection with the body (Freud, 1915a). The delegate is perhaps best 
understood as a crossable boundary or membrane with the body: both a somatic
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demand and a psychic listening post. What is useful about this model is the 
emphasis on relationship or mediation. The body, in this sense, is something 
which continually calls on the mind to respond. This might range from something 
as simple as hunger, to distressing sensations which fail to make sense. On this 
reading a sensation is never simply unthinkable, but requires a kind of relating to 
emerge. Understood as a delegate, the sensation is closer to an unknown dialect, 
a knock we can’t quite make sense of.
Understood as a relaying between body and mind, both sent by body and 
received by mind, it follows that the delegate possesses two poles. At one end of 
the spectrum, there is the calmness of a mind which is almost cut off from the 
body. And at the other end of the spectrum, there is a mind which might be 
overwhelmed by the turbulence of the body. Everything depends, therefore, on 
how we attend to the delegate and its demands. The clinical implications of this 
can perhaps be understood if we briefly turn away from the delegate’s more 
psychic pole, towards the sender or body itself. Inspired by the work of Freud, 
recent French philosophy has attempted to conceptualise what this more material 
pole might be like. Conceived outside of a meaning generating mind, the body is 
hypothesised to consist solely of allotropie variations in intensity (Deleuze & 
Guattari, 1984). The philosopher Lyotard (1993) has posited that the cycling of 
these intensities is too rapid for a sense making mind, as any given point is 
always this and this. Similarly, the psychoanalyst Matte-Bianco (1975) has 
described how intensities interconnect to form what is described as a symmetrical 
being which is literally too much for the mind. For example, Matte-Bianco posits 
that the ‘paranoid delusions’ associated with schizophrenia might be understood 
as an intensive experience of symmetry, which prevents the person from 
discerning individual differences.
For a mind to emerge, it is therefore necessary for intensity to slow down and 
spread out (Lyotard, 1993). And it is into this gap or interval that the relaying 
between psyche and soma takes place. The symmetrical being of intensity slows 
and becomes a communicable representation. In modern parlance an ability to
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mentalise emerges. However, Freud’s model allows us to refine this account. 
Understood as a relaying between body and mind, the delegate has two poles. 
The ability to mentalise and be untroubled by the body concerns the delegate at 
its most psychic pole. Sensations are immediately delegated and so make sense. 
Forms of bodily distress, however, might concern the delegate at its more 
material pole. Overwhelmed by an entanglement of intensities, the client might 
attempt to regulate the body through exercise or self harm, for example. 
However, according to the proposed model, it is not so much that the body is like 
a foreign land which is unthinkable or unmentalisable. Rather, the body is like a 
visitor who you are not sure how to accommodate. Sensation is the knock at the 
door. The therapist might then assist the client to nurture a relationship with the 
body which involves listening into, rather than acting on and mastering 
sensations.
Refining the Vocabulary of Affect 
In the 1915 Papers on Metapsychology, Freud divides the psychic delegate into 
an ideational (vorstellungsreprasentanz) and an affective component. An idea is 
the memory trace of a perceivable object, consisting of either a thing or a word 
presentation. An affect is the qualitative experience of the discharge of the quota 
of energy cathecting the idea. An affect, then, is what an idea feels like, the 
quality of the idea’s intensity. For Freud, it is the ideational component which is 
subject to repression, creating an unconscious consisting of thing presentations 
(Freud, 1915c). The idea’s intensive quality (affect) is also withdrawn but, unlike 
the idea, it is not repressed, and so continues to haunt consciousness as a kind 
of free floating anxiety, which is unmoored from representation (Freud, 1915abc).
Green’s (1999, 2005) return to Freud lies in rethinking affect as a variety of 
representation. Green identifies a logical inconsistency in the 1915 papers. The 
psyche receives endosomatic sensations before it is able to establish these 
sensations as corresponding to identifiable external objects in the world. Freud’s
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understanding of the ideational component of affects is therefore based on 
prioritising what Ferrari (2004) would describe as the ‘horizontal’ relationship 
between subject and object. Green, however, situates affects firmly within an 
emerging vertical relationship between body and mind. An affect is not simply an 
adjunct to a perceptually based idea, but instead concerns our first relationship 
with the body (Green, 1999). It should be said that Green is taking us into 
complex and murky territory. He is trying to conceptualise what it is like to 
experience the first stirrings of the body itself.
Green distances himself from his contemporary Lacan (1989), who viewed 
the infant’s experience of the body as initially a chaos of sensation, which is 
united only through an external mirror image. Instead, Green emphases that the 
first stirring of the body is already a kind of movement or rhythm. Rather than 
requiring an external mirror image, this inner rhythm is capable of supporting a 
primitive narcissism or subjectivity, which is simultaneously directed both towards 
the body itself and towards the world. It is in this sense that Green (1999) 
describes the rhythm of sensation as a movement which is seeking form. This 
seeking movement is similar to Trevarthen’s (1993) concept of innate motives, for 
example. However, a movement seeking form is the merest adumbration of an 
intention - a seeking which doesn’t quite know what is sought. Moreover, Green 
is not simply trying to describe care seeking behaviour, but an intra-psychic 
event; the birth of a mind capable of inhabiting a body. Green (1999) therefore 
describes these early stirrings as a kind of primitive symbolisation. Understood as 
a movement seeking form, the delegate is something which stirs the mind, but is 
not yet clearly representable. Viewed in terms of the delegate’s twin poles, Green 
is therefore providing clinician’s with a vocabulary with which to consider the 
delegate’s more material pole; the point at which the delegate is no more than a 
movement or outline, which impresses itself on and is given form by the mind.
Green (1999) situates his account as pivotal to both classical and object 
relations psychoanalytic theory. With respect to classical psychoanalysis, Green 
situates the rhythmic movement of the delegate as intrinsic to castration,
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seduction and the primal scene -  events which affectively move the subject to 
create phantasies which, as such, provide this initial outline with a form. Kleinian 
psychoanalysis is more complicated because unconscious phantasies, such as 
splitting, are themselves viewed as direct expressions of the drives (Isaacs, 
1952). What Green (1999) takes issue with is the Kleinian preconception of an 
object relation, which he argues occludes the rhythmic adumbration of the 
psychic delegate, which seeks but doesn’t yet know.
Green (2005) therefore divides the intrapsychic into a subject and an object 
line. The subject line concerns the vertical relation between psyche and soma. 
This is the initial impression the delegate makes on the subject as it then 
continues to seek out a form in the object line, which for Klein lies with the breast. 
Whether unfolding in a horizontal or vertical fashion, the fundamental point is that 
the psyche emerges as the elaboration of an intensive movement or rhythm, 
which is the merest sketch of an orientation. Green finds evidence for this 
hypothesis in the autistic shapes identified by Tustin and others (Ogden, 1989; 
Tustin, 1984). His point is that these shapes provide evidence of a fundamental 
need to elaborate and give form to the rhythms of the body.
Affect as Tensor Sign’ and the Analytic Setting 
Again it is worth noting the complexity and speculative nature of Green’s account 
and the demands this makes on author and reader alike. In this final section, I’d 
like to try and set out how Green’s account has a potentially significant 
consequence for how we view the analytic setting. However, to do so I need to 
make one final request for the reader to follow me a little further into this murky 
territory, as I briefly explore the relationship between the psychic delegate and 
the linguistic signifier. Green’s understanding of the signifier differs from his 
contemporary Lacan (1989), for whom the unconscious is structured like a 
language - a network of signifiera organised around what is described as a single 
signifier of signifiera, the phallus. This ‘discourse of the other’, as Lacan refers to
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it, is such that any given signifier only ever refers to other signifiers, so that no 
individual can possess the phallus as such. In heeding the call of the signifier, the 
psychoanalytic subject is called into being by something which they can only ever 
lack.
While recognising this structure as essential to the psychoanalytic conception 
of subjectivity, Green questions Lacan’s subsuming discourse under a wholly 
linguistic signifier. For Green, the tessitura of language is incapable of containing 
the multitude of expressive forms- breath, posture etc. -  which arrive in the 
setting and inform the analyst’s listening. The heterogeneity of material is such 
that psychoanalytic discourse should instead be understood as non- 
homogenous. However, this non-identity does not simply lie in extending the 
concept of signifier to include non-linguistic registers, such as posture - such an 
extension would still be structured like a language.
Against Lacan’s appropriation of Saussure, Green offers a more materialist 
reading of the linguist Hjelmslev. The discourse of the other is not only structured 
according to an arbitrary relationship between signifiers, but according to an 
essential reversibility of conceptual content and expressive substance. It is only 
in this sense that Green (1999) can describe affect as both “the flesh of the 
signifier and the signifier of the flesh” (p. 178). As the flesh of the signifier, affect 
is simply the substance which underpins the signifier or idea. For example, a 
posture might express a specific meaning (i.e. anger). However, as signifier of 
the flesh, an affect is essentially a movement seeking form. The body doesn’t 
simply express a meaning but calls out for meaning. The difference between the 
two is a little like that between classical and modern dance. Again Green is 
providing the clinician with a vocabulary with which to consider the body as a 
mode of expression in its own right.
Turning now to the specificity of the analytic setting, the fundamental 
psychoanalytic rule is for the analysand to say everything and do nothing. What is 
interesting about the psychoanalytic setting is that the couch effectively sets up a 
shared dis-location of the body. Psychoanalytic discourse is what Green (1999)
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describes as speech delivered lying down to an invisible addressee. 
Consequently, the horizontal relating between bodies is replaced by a twinned 
vertical relating of body and mind. The drifting through speech, which 
characterises the client’s narrative, is equally a drifting through the body. 
Listening to the client, the analyst relates affective breaks in speech to an 
awareness of his or her own body, and a listening with the body continually 
informs the interpretation (ibid).
Listening with an evenly suspended attention, the analyst attempts to link and 
articulate the other’s inchoate thought (Freud, 1912; Green, 2005). What slowly 
arrives is what Green (1986) refers to as an ‘analytic object’, whose emergence is 
facilitated by the two’s relationship to a third, the constancy and potentiality of the 
analytic setting itself. As a movement seeking form, the delegate’s arrival is 
always sudden and unannounced (Green, 1999): a seemingly physical jolt, a 
sharp inhalation, perhaps, arrives, as if from nowhere, and interrupts the 
analysand’s otherwise coherent narrative, marking it with a question, ‘what was 
that?’ The point to consider here is that the body’s disruption of the setting is not 
simply a deregulation of autonomic arousal, but might herald the arrival of an 
inchoate sign to be attended to. Green’s account therefore highlights the idea that 
autonomic arousal is never simply a biological signal, but may be brimming with 
meanings for clinician and client to explore.
Might there be name for this movement which has yet to find form? One 
possibility is offered by the philosopher Lyotard (1993), who refers to the ‘tensor 
sign’ - a sign which specifically concerns the tension of waiting for meaning. 
Understood as a tensor sign, the movement which is seeking form is always on 
the verge of articulation. An obscure sensation might move suddenly towards a 
meaning of some sort, or the adumbration of an idea might suddenly plunge back 
into obscure sensation. Therapist and client are therefore put into relationship 
with something which is little more than the tension of an awaiting. The point for 
the clinician to consider is not to speak too soon, but to allow the meaning to 
slowly take form. Throughout this paper I have tried to set out a vocabulary which
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might assist the clinician to reflect further on the body as a mode of 
communication within therapy. Coming to the end of this paper the reflection I’m 
left with is the subtlety, and patience required to attend to something like a tensor 
sign. This leaves me with the sense that the client’s body both conveys a wealth 
of meaning for me as the clinician. However, the client’s body is also something 
which I should never presume to know, but should instead wait on and slowly 
welcome into the setting.
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Compassion and the therapeutic relationship in cognitive therapy.
Introduction
In order to set the scene for my discussion of compassionate mind training 
(Gilbert, 2005), I begin this paper by describing two familiar axioms of 
mainstream cognitive behavioural therapy (CBT). I then situate CBT within the 
context of counselling psychology’s emphasis on the therapeutic relationship. I 
briefly consider third wave approaches, before exploring the relevance of 
compassion to a counselling psychological approach to cognitive therapy, and 
the influence this has had on my own practice.
Axiom 1 : Emotion is Mediated by Cognition 
The first axiom is that emotion is mediated by cognition. This follows from CBT’s 
roots in Stoic philosophy, and the idea that it is our thoughts about the world, 
rather than the world itself, which creates emotional distress (Scott & Dryden,
2003). Low moods, for example, might be characterised by thoughts about 
failure, anxiety by thoughts about threat. These negative thoughts which steer 
emotion exist along a continuum and at times are appropriate and adaptive. 
However, if thoughts are capable of instituting a worldview, it follows they can 
become intrinsically distressing if an individual becomes lodged within what CBT 
refers to as a cognitive bias - a rigid pattern of thinking which maintains the 
affective state beyond an adaptive response (Teasdale, 1997; Westbrook, 
Kennerley & Kirk 2008). Specific cognitive biases then relate to specific forms of 
emotional distress. For example, the depressive’s style of thinking is lodged in a 
triad of negative thoughts about self, world and the future (Beck, Rush, Shaw & 
Emery, 1979). Based on this premise, cognitive therapy is distinguished by an 
atmosphere of reasoning and evidence to assist the client to evaluate and 
appraise their thinking style (ibid).
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Axiom 2: The Therapeutic Relationship is an Insufficient Condition for Change 
Although Beck (1979) viewed the therapeutic relationship as an essential pre­
condition for therapy and emphasised that the therapist should embody the 
Rogerian core conditions of warmth, genuineness and unconditional positive 
regard, mainstream CBT views the relationship as a necessary but insufficient 
condition for therapeutic change (Gilbert & Leahy, 2007; Hardy, Cahill, Barkham, 
2007; Westbrook, Kennerley & Kirk, 2008). Where the psychodynamic therapist 
might notice and comment on the transference relationship, CBT doesn’t usually 
provide an account of the relationship which is model specific. The relationship is 
instead viewed as a vehicle for delivering evidence based techniques, which 
address the client’s cognitive style (Corrie, 2002). For example, although the 
rapport between client and therapist might facilitate a 'costs-benefif analysis of a 
maladaptive belief, something more than relationship is required because change 
happens through the client’s emerging ability to evaluate the belief (Wells, 1998). 
Indeed, CBT’s modus operand! is for the client to become their own therapist, as 
exemplified by the use of assignments which nurture an ability to discover and 
evaluate in the therapist’s absence (Beck, 1995). Assignments aren’t 
conceptualised as transitional objects to internalise a relationship, but programs 
to activate a meta-cognitive capacity which is monadic, rather than interpersonal 
in nature.
Counselling Psychology and Being-ln-Relation 
It is this view of relationship which raises questions for counselling psychology. In 
contrast to the Stoic emphasis on cognition, counselling psychology’s 
philosophical origin lies in humanism’s emphasis on ‘being-in-relation’ 
(Strawbridge & Woolfe, 2003). Rooted in being-in-relation, counselling 
psychology elevates the therapeutic relationship to the heart of clinical practice 
(Corrie, 2002). Moreover, being-in-relation gives a particular meaning to the
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therapeutic relationship which goes beyond the ‘known’ relational attributes 
outlined by Bordin (1979), for example, such as the bond between therapist and 
client and the working alliance. For me, being-in-relation is less a form of 
knowledge, than an ethos or way of being which is for the other (Levinas, 1969). 
Irrespective of treatment modality, it is the client who continually faces me and in 
relation to whom I work. I try to view this relationship as a kind of welcoming, 
which can’t be taken for granted, and needs to be allowed to arrive moment-by- 
moment, session by session, though negotiation with and reflection on the client. 
And I try to be alive to this ongoing event with as much of myself as I can make 
available on any given day - in my sensations, feelings and thoughts - which 
become so many questions which continually relate me back to the client. How to 
interweave these two approaches? How, then to bring CBT into my practice 
without feeling that I am simply doing to, rather than being with the client?
Third Wave Approaches 
CBT developed to assist clients with Axis I mood disorders, whose ability to form 
relationships wasn’t viewed as a discrete presenting problem (Beck, 2005; 
Katzow & Safron, 2007). Over the past ten years or so, CBT has undergone 
something of a paradigm shift, summarised by a third axiom: cognition is 
interpersonal in nature. The advent of schema therapy shifts the clinician’s 
attention from interpretative thoughts, to functionally unconscious schema’s, 
which serve as templates for interpersonal relationships (Young, Klosko & 
Weishaar, 2003). The therapeutic relationship is no longer taken for granted and 
instead becomes an essential barometer of the client’s presentation. Therapist 
and client learn about and sift schemas, through attending to and ‘empathically 
confronting’ ruptures in the alliance (ibid). Corrie (2002) has argued that schema 
therapy’s elevation of relationship offers one rapprochement between counselling 
psychology and CBT. My own discomfort with this approach lies in the idea that 
the relationship’s elevation implies a shift between diagnostic axes towards Axis
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II personality disorders. In other words, the relationship is actively reflected on to 
the extent that it is disrupted by a dysfunctional schema. This suggests a 
pathologising of relating which, ironically, is absent from traditional CBT with its 
view of distress as a cognitive continuum (Harvey, Watkins, Mansell & Shafran,
2004).
Compassion Focused Therapy 
My own approach to CBT has been influenced by Gilbert’s (2000, 2005, 2007) 
emphasis on the role of compassion in the relationship and client presentation. 
Compassionate Mind Training (CMT) makes two specific changes to the 
traditional view of cognition. Firstly, a thought is not so much an interpretation of 
the world, as a kind of a voice or mode of address, which calls the self into being. 
CMT draws attention to the idea that to think is to be both sender and receiver of 
our thoughts. Secondly, understood as a mode of address, thoughts don’t so 
much institute an emotional response, as address or call the recipient into being 
from within a specific affective atmosphere. Negative thoughts possess a harsh 
quality, welcoming or accepting thoughts a more caring or compassionate quality. 
Gilbert (2000) refers to this affective atmosphere as the thought’s ‘signal quality’, 
and CMT tries to develop interventions which are signal appropriate, able to 
communicate within this affective and largely sub-verbal dimension of cognition. 
What I also find attractive about CMT is that the warmth and acceptance of 
compassion is more than a technique, but is a way of being with the client which 
draws particular attention to the role of affects and the body in the therapeutic 
relationship.
The CMT model of cognition emphasises that the affective atmosphere of our 
thoughts is influenced by early relationships with carers. CMT draws on affective 
neuroscience, and, in particular, the idea that early experiences of subverbal 
social signals, such as facial expression, have a direct impact on the maturation 
of the neurobiological substrates of affective states (Gilbert, 2000). Gilbert argues
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that the interpersonal signals relating to the interaction of the threat-defence and 
social-safeness affect systems have an especial relevance to psychotherapy.
The threat-defence system is routed in early evolving sub-cortical areas, 
notably the amygdala. This system is characterised by a fear response to threat 
stimuli, which is rapid, automatic and functionally unconscious. The threat system 
is also coded or remembered in bodily actions, rather than consciously 
accessible and malleable memories (LeDoux, 1998). Social-safeness, by 
contrast, is characterised by care eliciting behaviour, which is specifically attuned 
to what might be described as soft signals, the musicality of voice and positive 
facial expressions, for example (Gilbert, 2005).
The dyadic attuning of soft signals initiates a relating between caregiver and 
carer which is characterised by an atmosphere of generative positive affects. 
These affects relate to and repeat each other in a rhythmic expansion and 
contraction, which keeps the infant’s arousal within mobile but tolerable 
parameters (Schore, 2003; Stern, 1985; Trevarthen & Aitken, 2001). Crucially for 
Gilbert (2005), the significant other who responds appropriately to care eliciting 
signals confers an experience of safeness, warmth or soothing. These 
experiences are associated with affiliative bonding, the neural basis of which 
might lie in the direct activation of a positive affect system linked to oxcytosin 
(Depue & Morrone-Strupinisky, 2005).
Activation of the safeness-system has a regulatory function, in that it inhibits 
the seeking and threat-defence systems, which in evolutionary terms represent 
the default neurobiological setting (Depue & Morrone-Strupinisky, 2005; Gilbert 
2000, 2005). Additionally, the longer term regulation of threat and safeness- 
systems also depends on the development of prefrontal areas, whose maturation 
is contingent on the quality of early affective interactions (Schore, 2003). It 
follows that a chronic absence of caregiving signals conferring safeness, as 
exemplified in the still face experiment and longitudinal work on depressed 
mothers, may result in a skewing of affect systems towards the harshness of a 
defence-threat response (Gilbert, 2000; Murray, 1992; Tronick, 1978).
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Gilbert (2005) situates this neurobiological account within a cognitive model 
by arguing that early affect attunement has specific intrapsychic consequences. 
The softness or harshness of the signal quality, indicative of the individual’s 
interaction with significant others, is internalised as what Gilbert (2005) describes 
as a ‘self-to-self relationship or ‘social mentality’. Viewed as a social mentality, 
cognition is not a potentially distorting window, but an internalised relationship. 
Gilbert’s account of how this relationship becomes distressing hinges on the idea 
that while threat is the default neurobiological response, safeness, warmth and 
soothing can only be conferred through soft carer signals, such as voice tone, 
gaze attentiveness, and positive facial expression.
The individual who elicited but did not receive this compassionate response 
struggles to generate self-soothing signals, and so is predisposed to undergo the 
harshness of a self-to-self relationship which is hostile or critical. Rather than 
becoming lodged within a cognitive distortion, the individual becomes lodged 
within a hostile mentality. This might be characterised by an ‘attacking’ and a 
‘subordinate self, for example, the affective experience of which might be 
depression and shame (Gilbert, 2007). Gilbert therefore sensitises the clinician to 
the dramatic power of negative thoughts. The thoughts of an attacking self 
possess a harshness which is felt as much as heard.
Gilbert’s formulation of distress corresponds with recent developments in 
cognitive science, which suggest that emotions have an implicit, rather than a 
propositional sense (Teasdale & Barnard, 1993). This implicit meaning is not so 
much thought about and reflected on as lived, and has important consequences 
for how we understand CBT interventions. Through Socratic questioning an 
individual may come to know they are not worthless at a propositional level, and 
yet continue to feel worthless at a more global, implicit level (Gilbert, 2000). The 
distress continues because the negative thoughts are similar to a hostile persona, 
whose effect is felt in defensive postures, and patterns of autonomic arousal, 
rather than consciously available and logically challengeable thoughts.
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CMT’s emphasis on the physiological impact of thoughts effectively collapses 
the distance between cognition and behaviour found in traditional CBT, and is 
reflected by CMT’s view of hostile mentalities as safety behaviours, rather than 
as negative thoughts (Gilbert & Procter, 2006). Based on this model, the rational 
for a CMT approach is not to restructure cognition, but to shift the individual 
towards a compassionate relating whose warmth might soften the hostile 
mentality, and so introduce a new way of being-in-the-world. CMT uses psycho­
education to show the client that a hostile mentality is ‘not their fault’. A particular 
emphasis is also placed on helping the client to understand the signal quality of 
their thoughts, through guided imagery, for example. It is hoped the client can 
then develop a compassionate persona, which activates the safeness-system 
and allows self-soothing to develop (ibid).
Clinical Vignette
I shall illustrate CMT’s influence on my own practice with a clinical vignette. 
Jenny, a 35 year old single woman, was referred for therapy for body dysmorphic 
disorder (BDD) relating to perceived facial blemishes. At assessment my 
immediate impression of Jenny came from her aggressive yet frightened posture 
as she marched towards me, flung herself into the chair, and sat in a hunched 
position with her hair pulled across her face. I was both moved and intimidated by 
her distress, and experienced a defensive bracing of my own posture. Noting and 
softening my response to maintain an affective-embodied presence of warmth 
and availability became an important aspect of our initial interaction, as rapport 
was slowly established. Jenny experienced extensive bullying as a child, which 
appeared to have been internalised into a hostile relationship with her 
appearance. Whenever she noticed a skin blemish in the mirror, Jenny 
immediately became angry and abusive with herself. For example, the thought 
column in her mood diary initially consisted of expletives, rather than coherent 
cognitions. Jenny’s hostile mentality was then maintained by repeated attempts
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to cover blemishes with makeup, which often resulted in her only leaving the 
house once she’d ‘lost it’. ‘Losing it’ related to the angry demeanour of our first 
meeting, and suggested Jenny’s hostile mentality was closer to a form of safety 
behaviour, than a consciously accessible cognition.
Based on evidence of a hostile mentality, therapy combined a traditional CBT 
protocol for BDD with a compassionate approach. New rules were collaboratively 
introduced for Jenny’s mirror use (i.e. glancing at her face as a whole, rather than 
gazing at lines, for example) (Veale, 2001). Thought records were redesigned to 
increase Jenny’s awareness of the signal quality of her anger, and a column was 
introduced on what the voice of a friend might sound and feel like. Traditional 
CBT uses the perspective of a valued other to assist clients to re-evaluate 
negative cognitions. However, guided discovery revealed that Jenny understood 
that her negative beliefs were magnified and maintained by mirror gazing, for 
example. What she struggled with was the immediate and all encompassing 
affect shift experienced whenever her hostile mentality was triggered. The 
purpose of the voice of a friend was therefore to facilitate affect regulation, rather 
than rational evaluation, by introducing a care infused signal which might activate 
Jenny’s self-soothing system. Moreover the voice of a friend is just that - the 
voice of a caring relationship which might soften the hostile mentality towards 
compassionate acceptance.
Initially, Jenny struggled to imagine this more caring persona, and her hostile 
mentality often became activated in sessions. Our own embodied-affective 
relating became an important resource in tracking affect shifts, and increasing 
Jenny’s ability to compassionately relate with herself. If Jenny’s dialogue became 
clipped and tinged with self abuse, it became important for me to track and 
modulate my own threat response, and balance Socratic inquiry with warm 
empathie reflection, guiding Jenny back to recalling and drawing on the moments 
of receptive calm which may have occurred earlier in the session. At the time of 
writing Jenny’s ability to self-sooth is improving, and therapy is moving towards 
her leaving the house without ‘losing it’. It is envisaged that our relationship may
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become important in exploring the interpersonal effects of Jenny’s safety 
behaviour. For example, exploring our own interaction may assist Jenny to 
understand that her hostile mentality attracts, rather than deflects, the other’s 
gaze, and therefore contributes to Jenny’s belief that others are looking at her 
skin when she is outside.
Conclusion
Although still a fairly novel approach, CMT is beginning to develop an evidence 
base. Studies suggest that high self-criticism is particularly prevalent in 
depression, and that people with high self criticism exhibit a reduced ability to 
draw on self-soothing thoughts and imagery (Gilbert et al, 2001; Gilbert & Irons, 
2004; Gilbert, Baldwin, Irons, Baccus & Palmer, 2006). Pilot studies using a CMT 
approach emphasising psycho-education and compassionate imagery, reduced 
self-criticism and increased self-soothing in both depression and voice hearers 
(Gilbert & Irons, 2004; Gilbert & Procter, 2006; Mayhew & Gilbert, 2008). 
However, these studies are preliminary and involved small populations with no 
control group. Although self-criticism is closely associated with depression, CMT 
is perhaps best understood as an orientation within cognitive therapy, rather than 
a protocol for specific clinical groups (Gilbert & Procter, 2006). It is this sense of 
compassion as a way-of-being which has influenced my own practice and, for 
me, sits well with counselling psychology’s ethos of being-in-relation. To show 
compassion is to show warmth and acceptance towards the other, such that they 
might compassionately accept themselves. In a sense this is nothing new, and 
can be viewed as a renewal of the core conditions within CBT. However, what is 
novel is the use of neurobiology to emphasise that compassion is a way of 
signalling to ourselves and others, which sits at the edge of propositional reason, 
entwines cognition with behaviour, and is also intimately related to threat. 
Working with Jenny I found that attending to the compassionate atmosphere of 
the setting began by carefully attending to my own embodied and affective
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presence in relation to my client. Viewed compassionately, the clinician is a 
composite signal of gaze, facial expression, voice tone and posture. All of these 
are signals which might convey the harshness of a hostile mentality, and so 
require the clinician to develop a perspicacious awareness of their embodied 
presence with the client. Equally they are potentially soft signals with which to 
welcome the client, and so convey the warmth which might help disarm a hostile 
persona. It follows that, rather than being an insufficient condition for change, the 
embodied and affective relationship between client and therapist relates directly 
to the area of experience of interest to CMT, and offers a potential drama to be 
internalised by the client into a compassionate mentality.
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Introduction to Therapeutic Practice Dossier
Introduction to the Therapeutic Practice Dossier 
This dossier contains a description of the placements I attended for two days per 
week during my three years full-time training. My first year placement was with a 
Child and Adolescent Mental Health Service (CAMHS), where I worked 
predominantly within a person-centred approach. Both my second year 
psychodynamic placement and my final year CBT placement were with Specialist 
Psychological Therapies Services (SPT). I chose to begin training in CAMHS 
because of an existing interest in child development. I also felt that working with 
children and adolescents (and their families) would provide a holistic 
understanding of the relational context and development of adult distress, which I 
could then draw on in adult placements. What attracted me to my second year 
placement was the opportunity to undertake longer term psychodynamic work 
and train with a supervisor whose approach was solely psychodynamic, rather 
than integrative, for example. Whilst on this placement I was also in 
psychoanalytic personal therapy. Overall I feel this provided me with an 
immersive experience of the psychodynamic model, which has been an important 
influence on my personal and professional development. What attracted me to 
my final year placement was that the SPT service provided opportunities to 
practice both short and longer term CBT, rather than the more protocol based 
CBT offered within primary care, for example. I was also keen to work with a 
supervisor who took an integrative approach to CBT, which felt more in keeping 
with the relational principals of counselling psychology.
This dossier also includes my final clinical paper. In this paper I reflect on my 
personal and professional development during training, and try to provide the 
readeL,with_a_sense of who I am as a clinician as I come to the end of training, 
and look forwards to chartering as a professional psychologist.
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First Year Clinical Placement -  Child and Adolescent Mental Health Service 
(Duration: September 2006 to July 2007)
My first year placement was with an NHS tier 3 CAMHS, which provided 
assessment and psychological therapy for children and adolescents with 
persistent and complex distress. My supervisor was a counselling psychologist 
who had worked in CAMHS since qualifying. The service was provided by a 
multi-disciplinary team, consisting of three consultant psychiatrists, a senior 
house officer, three family therapists, a specialist CAMHS nurse, and my 
supervisor. Referrals to the service typically came through GPs, local schools, 
parents, or from other tiers within CAMHS. Client’s ages ranged from birth to 16 
years of age (or 18 if in full-time education). Most clients were seen by a single 
practitioner, and were usually seen with their parents and other family members, 
but could also be seen individually if age appropriate. CAMHS offered therapy for 
clients with a diverse range of presentations, such as anxiety, self-harm, eating 
disorders, early onset psychosis and conduct problems. Both short and longer 
term work was offered. In addition to individual work, the service had two 
reflecting teams that worked systemically with families.
CAMHS provided me with a valuable initial experience of working within a 
bustling NHS setting, and through attending team meetings and observing 
colleagues, I gained a good understanding of the different specialisms of a multi­
disciplinary team. I also regularly gave case presentations to the team and 
received valuable feedback on my practice. Working with children, adolescents, 
and families was also a memorable introduction to the richness and diversity of 
the therapeutic relationship, and the demands this can make on me as a 
practitioner. I was also able to work within a reflecting team and gained a good 
understanding of systemic practice. This placement also provided the opportunity 
to begin individual work with adults. Working in CAMHS also provided a 
memorable introduction to ethical practice. In particular, working with young 
children heightened my sense of responsibility as a practitioner, and highlighted 
the importance of actively involving clients in the kind of therapy they might
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receive. Two combined process reports and client studies were completed during 
this placement. A log book, outlining my client work and activities, was completed 
at the end of the placement.
Second Year Clinical Placement -  Specialist Psychological Therapies 
(Duration: October 2007 to August 2008)
My second year psychodynamic placement was with an NHS Specialist 
Psychological Therapies Service (SPT), which provided assessment and 
psychological therapy for working age adults. Clients were typically referred into 
the service through local Community Mental Health Teams (CMHT). Clients had 
complex and long standing mental health problems and had often received 
previous interventions through primary care or the CMHT. SPT provided 
individual short and longer term therapy for clients presenting with a range of 
difficulties, such as anxiety, depression, CCD, trauma, personality disorders and 
eating disorders. An eating disorders ‘self help’ group was available, and a 
generic counselling service offered short-term individual therapy. The service was 
provided by a multi-disciplinary team consisting of a consultant clinical 
psychologist, three clinical psychologists, a counselling psychologist, five 
psychotherapists, and a consultant psychiatrist in psychotherapy. Practitioners 
worked within a range of models, although the predominant approaches within 
the service were psychodynamic and person-centred. Most SPT psychologists 
had split posts and also worked within local CMHT’s. My supervisor was a 
consultant psychiatrist in psychotherapy, who had trained in psychodynamic 
psychotherapy. I was also supervised by a consultant clinical psychologist when 
my supervisor was on leave, and attended group supervision with other 
psychologists. Working within this service provided me with the opportunity to 
develop my understanding and use of the therapeutic relationship in longer term 
psychodynamic therapy with clients. Two combined process reports (based on 
verbatim transcripts) and client studies were completed during this placement. A
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log book outlining client work and other activities was completed at the end of the 
placement.
Third Year Clinical Placement -  Specialist Psychological Therapies 
(Duration: September 2008 to June 2009)
My final year CBT placement was also an SPT service, situated within a different 
locality to my second year placement. The service was provided by a multi­
disciplinary team consisting of three consultant clinical psychologists, two clinical 
psychologists, two counselling psychologists and one psychotherapist. Most 
clinicians within the service worked within a broadly CBT approach. My 
supervisor was a counselling psychologist who took an integrative approach 
towards CBT. I also received supervision from a clinical psychologist specialising 
in CBT for OCD when working with this client group. The service provided short 
and longer term one-to-one therapy for working age adults with complex and 
enduring distress, who were typically referred though local CMHT’s. The service 
also provided an eating disorders unit (which was also attended by a consultant 
psychiatrist). EMDR based trauma interventions were also offered, together with 
couples therapy. In addition to individual work, the service provided a ‘mind over 
mood’ CBT group, and a CBT group for clients with OCD.
This placement gave me the flexibility to work within the CBT model in both 
short and longer term work with a diverse range of clients. I also had the 
opportunity to co-facilitate a Mind over Mood group with my supervisor, and 
presented a version of my paper ‘Compassion and the therapeutic relationship’ to 
a Trust wide meeting of therapists. Two combined process reports and client 
studies were completed during this placement, and a log book outlining client 
work and other activities was completed at the end of the placement.
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Final Clinical Paper
Bringing body and mind together: My journey into counselling 
psychology.
Introduction
Sitting and reflecting on how to begin this clinical paper, the phrase which comes 
to mind is from a poem by Wordsworth: “The child is father to the man”. In many 
ways my journey to counselling psychology began twenty years ago with the birth 
of my son. I was 20 years old and still a student at university. Becoming a young 
father was an incredible but overwhelming experience. I partly coped by 
immersing myself in studying, which became, and to a certain extent remains, a 
kind of ‘psychic retreat’ (Steiner, 1993). One course on psychoanalysis, tutored 
by a practicing psychotherapist, nurtured what now feels like a lifelong 
commitment to understanding and working with mental distress. Encountering 
psychoanalysis also led me towards philosophy, which seemed to hold the 
answers to how we think and feel. Shortly after graduating I embarked on a 
doctorate on the role of embodiment in the philosophy of Merleau-Ponty and, 
inspired by conversations with my genial and supportive tutor, began working as 
a mental health support worker.
Although I relished the freedom philosophy brought to explore ideas, I found 
the experience of research to be an isolating one. There was a side of me which 
wasn’t getting a look in, the side which enjoys the connection of being with and 
helping people, the side which was growing and enjoying the experience of being 
a father. I spent much my twenties seesawing between philosophy and support 
work, and didn’t feel quite right in either role. Grappling with ideas is something I 
love, but it distanced me from others. Moreover, being with clients was where the 
existential ideas about choice and empowerment I was writing about made sense 
‘in the flesh’. Eventually I had my own ‘existential crisis’. I submitted the 
Doctorate as an MPhil and began working fulltime in mental health.
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Although my heart lay in the helping relationship, I knew there was an 
important part of me which was missing. I yearned for a role which could provide 
warmth for the heart and food for thought. Reading about counselling psychology 
(CP) was like glimpsing an exotic but familiar Island. I loved that CP rose up from 
a humanist base and grounded theory and practice in relationship. CP seemed to 
have developed to address a rift I was experiencing at a very personal level. I 
also loved that this Island was still evolving and populated by people who were 
passionate about what CP might become. There seemed room for creativity and 
fresh perspectives, room, perhaps, for someone like me who had already 
travelled through several disciplines and stages in life, someone whose life felt 
out of sync, but had an idea of the way to go.
Having said something of my background I’d like to provide a brief summary 
of my current practice. Reflecting on three years training, I feel that the 
psychodynamic approach forms the base line of my practice. This is where my 
listening, relating and thinking about the client and myself tends to begin. I’ve 
found that this approach broadly offers a way of being with clients which feels like 
me, and allows the forking path I followed into my thirties to feel more like a 
single road. I think of the person-centred approach as my ethos, and my belief in 
the intrinsically therapeutic quality of relationship has steadily grown throughout 
training. Although I initially struggled to relate to CBT, I now think of this as my 
more pragmatic, creative side; the flexibility which keeps my natural inclination 
towards the psychodynamic approach from becoming too reserved. I’d now like 
to provide a taste of how these models have come together in me over the past 
three years, to form what feels like a coherent theoretical practice.
Working with Families 
What the person-centred approach means to me is particularly influenced by my 
CAMHS placement. I came to training having just completed a psychology 
conversion MSc. The role of early relationships in adult presentation had
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fascinated me during the course, and my hope was that CAHMS might provide 
me with a holistic understanding of adult distress, which might not be so available 
pursuing solely adult placements.
The Family in the Room
Working in a person-centred way with children and their families was both 
challenging and rewarding. Much as I tried to value and make space for my 
young clients, I quickly realised my ‘client’ was the family as well as the child. 
Prioritising my young client’s needs meant paying careful attention to the family in 
the room - the tension of competing voices, some soothing, some critical; the 
bustle and balance of power between family members, and the heightened 
awareness this gave me of myself in relation to my clients. All of this was a 
powerful introduction to the transference and countertransference relationship, 
which has left me with an abiding sense that clients always bring their family to 
therapy. This has influenced how I listen to and conceptualise adult clients, and 
the importance I place on having a sense of clients’ early object relations.
Warmth and the Core Values
Although I don’t view clients as solely self-actualising individuals, I regard the 
core values as essential to my practice (Mearns & Thorne, 1999). For me, the 
core values don’t so much lie in what I say or do, but in my ability to provide an 
atmosphere of warmth and availability which can act as a secure base for the 
client (Farber & Metzger, 2009; McGlusky, 2005). I think I owe this sense of the 
core values to observing my supervisor work with young children. Working with 
Andrew, an anxious four year old who buried his head in his mother’s side, it 
wasn’t what my supervisor said but how she said it - the softness of her voice and 
the patience and gentleness of her demeanour - which allowed Andrew to look up 
and begin to engage. I think that I and all of all my clients have at some point
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brought a vulnerability to therapy which is not dissimilar to how Andrew felt that 
afternoon. Working with young children gave me a heightened sense of the role 
my own affective presence plays in putting clients at ease and establishing 
rapport, which continues to inform my adult work. For example, Ms. Smith, an 
adult client with a history of traumatic early attachments, would often experience 
feelings of disorientation in sessions, during which she would lapse into silence, 
looking intently at her hands (Attachment A). Being with Ms. Smith during these 
delicate moments meant paying careful attention to the non-verbal level of her 
presentation and sensing when my gaze might be experienced as either holding 
or intrusive. Attention to the minutia of the interaction always feels crucial during 
fragile moments of distress, when even a slight smile can be experienced by the 
client as a huge intervention.
I think the opportunity to build relationships with younger clients also left a 
lasting impression on my sense of responsibility as a practitioner. Working with 
Andrew I was aware of his distress but also his relative powerlessness, and the 
importance of allowing his voice to be heard, so that he might receive an 
intervention which was right for him as well as his parents. As a counselling 
psychologist, I think that issues around power and responsibility always come 
back to keeping to my relationship with the client, and balancing this with other 
third parties, such as care co-ordinators, for example.
Theory
Formulating clients in CAMHS meant learning to move between and combine 
different theories, using systemic and attachment theory, for example (Dallos, 
2000; Oppenheim & Goldsmith, 2007). I continue to treat theory as a kind of 
clinician’s tool box. Although my practice is broadly psychodynamic, I hope that it 
doesn’t stop there, and I try to keep my clinical thinking supple and appropriate. I 
enjoy moving between theories and trying them on for size, and view it as 
something of an ethical responsibility to keep exploring until a theory (or theories)
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feels right for the client. During my CBT year, sharing and discussing theories 
and hypotheses with clients, and getting feedback, has also become a valued 
aspect of how I work. I came to training already quite top heavy with theory and 
I’m now more aware of what theory means for me. Theory can help me to think 
about a client, and can be a container for my anxiety, even a hiding place if I find 
a client to be particularly challenging. One of the liberating aspects of my 
development is that I now feel more able to simply put theory down and know it’s 
there if I need it. I think this relates to my continually discovering the richness of 
relationship, and learning to trust in the client to let me know what they need.
Beating a Psychic Retreat
CAHMS also provided limited opportunities for adult work. Although I found 
working with families to be rewarding, I preferred the sense of focus and intimacy 
I experienced in the adult dyad to the bustle and sometimes practical edge of 
family work. However, I think I initially adapted to the emotional immediacy and 
pace of individual work by retreating into quite an intellectual stance in the room. 
Thinking for me has always been a combination of a kind of grappling which 
continually asks ‘what’s happening here?’ and a more meditative ‘lets wait and 
see’, able to take in and feel more. The immediacy of thé therapeutic encounter 
brought out the former, as I tried to keep pace and provide summaries and 
reflections.
Supervision and process report feedback have helped me to understand the 
impact my more unconscious emotional responses can have on clients. In 
particular, I realised how much I’m intimidated by anger, and can shy away from 
exploring this emotion both in myself and in others. Working with Mrs Philips 
(Appendix), for example, I felt able to explore her anger towards her abusive 
mother, but withdrew from her angry self-criticism. My difficulty coming forwards 
to my angry client partly related to a shyness I always feel in the presence of 
anger, but also difficulties I can have recognising my own negative perceptions of
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myself and others. Listening to the range of my emotional responses, and the 
defences I can put up against uncomfortable feelings, is an ongoing aspect of my 
development, which has been greatly assisted through personal therapy. I know 
that my ability to welcome the client depends on my ability to welcome more of 
myself. This can be a daunting, even terrifying, but always rewarding experience, 
and in many ways I regard my training as an adventure in feeling.
Finding a Home
Although I finished year one feeling reasonably confident formulating clients, 
what I lacked was a stance from which to think a little less and be more 
emotionally available in the room. The descent from my ivory tower began 
through my taking up residence in the regularity of the psychodynamic setting, 
and continued as I explored the psychodynamic approach to listening. The idea 
of the regularity of the setting as an emotional container for client (and therapist) 
made intuitive sense to me (Spurling, 2004). I view human being as a process 
which is very much in-the-world. Our heads and hearts reside in the places we 
live and who we live with. Keeping to the 50 minute hour, maintaining the 
symmetry of the room, and tilting the chair slightly away from the client provided 
me with the beginnings of a stance. This didn’t feel like a replacement ivory 
tower, but the boundary I needed to begin to slow down, orientate myself more, 
and listen to my feelings as well as my thoughts.
The more I felt at home in the setting the more the setting became a way of 
sensing the client. This was something of a revelation, and paying careful 
attention to how clients inhabit the setting remains an important aspect of how I 
make sense of my client’s inner world. For example, Mrs Jones (Appendix) was 
never late and would stand and wait for me in the corridor, rather than sit in the 
waiting room. The demanding urgency I experienced from her expectant posture 
spoke volumes of my client’s object relations - the demand Mrs. Jones’ 
controlling mother placed on her, and which she would often angrily place on me
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and those around her. Our meeting in the corridor provided me with a living 
sense of her inner world which I could draw on during sessions. The setting has 
been described as an extension of the therapist and I can relate to this idea (ibid). 
Moreover, it is attending to the richness of the relationship which is part of what I 
love about therapy - from the client’s comments on a pot plant needing water, to 
stomach ache, everything is potentially relevant.
Gelassenheit or what Listening can be
Prior to year two my listening often felt like it was hanging onto my clients’ coat 
tails, and I struggled to find a place from which to simply tune into clients and 
myself. What listening means for me changed through experimenting with what 
Casement (1985) calls unfocused listening. As I began to listen slightly away 
from clients’ immediate material and to simply allow associations to emerge in my 
mind, I began to experience a sense of what I can best describe with a beautiful 
German word ‘gelassenheit’ (Heidegger, 1966), which means calming 
releasement. I felt able to let go of frantically following and thinking about my 
client and to instead sit back, wait, and notice things emerge between us. My 
clinical thinking took on the familiar more meditative quality of receiving rather 
than grappling, which previously I had only experienced in the solitude of 
philosophical reflection. To experience this in relationship felt like a gift.
I think that the sense of calm I began to experience in the room allowed me to 
offer a more exploratory and reflective space for my clients. Mrs Jones would 
often begin sessions in a state of tense arousal. Rather than immediately step in 
and respond, I noticed that by waiting Mrs Jones would calm herself and begin to 
explore her thoughts and feelings. This was an important lesson in my gaining a 
sense of how much of me clients need to explore their distress. Taking this more 
meditative approach I felt increasingly able to take my client and myself in, 
noticing subtle changes in Mrs Jones’ demeanour as she spoke and my own 
shifting emotions and embodied responses. This allowed me to follow and reflect
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the natural rhythm of my clients’ exploration and offer what felt like a deeper 
sense of sharing and attunement. Listening and being with clients in this way can 
sometimes feel quite mysterious, even spiritual, a word I don’t use very often.
I suppose you could think of this as my introduction to the total transference 
(Joseph, 1989). But what it meant for me was that I could feel at home with and 
draw on myself whilst with clients. I can relate to Kennedy and Charles’ (1989) 
observation that maturing as a therapist means coming closer to your best but 
unrealised self. I think of myself as someone who likes to feel the warmth of 
contact with others, whilst keeping an ever so slight but thoughtful distance. 
Psychodynamic listening helped to bring what feels like the best of me into the 
room. What feels unrealised is the emotional depth I feel increasingly able to 
draw on with clients, and generally in life, and the deepening sense of 
relationship which comes with this.
Supervision
My growing sense of finding a home would not have been possible without 
psychodynamic supervision and personal therapy. The most valuable lesson I 
learnt from both my analyst and my second year supervisor was their way of 
being with me. I was struck by the way my supervisor would simply sit back and 
listen to my verbatim transcripts and then continue to sit in silence after I’d 
finished, waiting for associations to emerge. Waiting alongside my supervisor’s 
composed demeanour allowed me to let go of my anxious inclination to get 
thinking, and helped me realise how much the more frantic side of my thinking 
can act as a trap door which snaps shut over my feelings.
The meditative listening I experienced with my supervisor became my way of 
allowing feelings to rise up in me, and for the outline of my body to slowly take 
shape. This was really my introduction to the countertransference. I noticed the 
extent to which clients could leave their feelings with me as a kind of caretaker 
between sessions, and to draw on this in my sense making of the client. I also
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became more aware of my own responses and the feelings I feel more or less 
able to draw on in my relating with clients. Discussing Mrs Jones in supervision, I 
noticed the exhausting sense of responsibility I felt for my client, as if only I could 
make things better. This provided clues to Mrs Jones’ relationship with her family, 
but also that she had projected the ‘doing’ side of herself into me. An important 
part of therapy became to slowly allow Mrs Jones to take her doing side back 
once the underlying feelings of helplessness she felt in the room had been 
contained and recognised. This meant my carefully balancing the sadness I felt 
for Mrs Jones, and the hope I felt for her recovery, with the feelings of resentment 
which the sense of exhausting responsibility could sometimes spark in me.
I regard supervision as a crucial aspect of my therapeutic relationship with the 
client. It’s by sharing and reflecting on clients in supervision that I can remain 
alive to the relationship and the changing aspects of my client’s distress. This is 
also an important aspect of my ethical practice. Five months into therapy, Mr 
Flemmings, a client I did longer term work with during my final year placement, 
began to refer to committing suicide during our sessions, something I was both 
surprised and upset by. I was fond of my client and felt we had developed a good 
therapeutic bond. Supervision became a way to both monitor his changing 
presentation, and allow my own distress to feel contained. As a part of good 
practice, I completed a risk assessment which was shared with care co­
ordinators. Fiowever, it was also important for me as a counselling psychologist to 
actively involve Mr Flemmings in this process, and we were able to reflect on the 
impact his suicidal ideation had on our relationship. Mr Flemmings realised that 
the thoughts related to his increasing ability to get in touch with depressed 
feelings, which in the past he might have impulsively acted on. For me this was a 
valuable experience of managing risk in the context of relationship.
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Personal Therapy
Personal therapy has been fundamental to my development as a therapist as I’ve 
slowly felt able to share my vulnerabilities and to seek and trust in my relationship 
with my therapist. I’ve learnt just how much I can hang onto myself and the 
difficulty I can experience being helped compared to helping. This sense of the 
reluctant and vulnerable client in me has been important in heightening my 
awareness of how clients can feel in my presence and the impact I might have. 
Furthermore, feeling able to let go of myself and feel vulnerable in relationship 
has been an important aspect of my ability to practice non-defensively; to take 
clients to supervision in a spirit of openness, and evaluate and gain a sense of 
myself through the eyes of my supervisor.
Transference and Countertransference
As my listening became a vantage point from which to move back and forth 
between myself and my client, I felt more able to work from, rather than just 
follow and reflect the here-and-now interaction. Regardless of treatment 
outcomes and CORE scores, my hope is that I might assist the client towards 
making sense of and bearing the distress which brought them to therapy. For me 
the affective warmth of the core conditions and the regularity of the setting, 
provide the starting point for our relationship: the secure base which hopefully 
offers an experience of emotional containment. The psychodynamic approach 
then helps me to understand and manage the client’s changing emotional 
presence and the influence their relational history might have on our interaction. 
Attending to this dynamic means the transference and countertransference 
relationship continually informs my practice. I try to be mindful of who my client is 
in relation to and who I might be in relation to my client and this significant other. 
It is my hope that exploring and reflecting on this dynamic with the client can then 
add insight to containment.
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How I draw on and share the transference relationship developed through the 
longer term work undertaken in my second year. Working with Mrs Jones meant 
paying careful attention to the negative transference as she berated all the ‘lazy’ 
men in her life, her unemployed husband and teenage sons who never did 
anything to help. Gentle interpretation of Mrs Jones’ possible anger towards her 
‘lazy therapist’ allowed us to explore the feelings of sadness and loneliness which 
often followed her anger, and formed the heart of Mrs Jones’ depression. Over 
the months our relationship’s ability to bear the sadness allowed Mrs Jones to 
slowly begin to make links between her feelings and growing up with a 
demanding but emotionally unavailable mother. Working with the negative 
transference was also an important part of my developing ability to recognise, 
bear and make therapeutic use of negative feelings which might be directed 
towards me by the client.
By contrast working with Ms. Smith, who often experienced feelings of 
disconnection and numbness, meant staying very close to our here-and-now 
interaction, providing simple holding reflections. Although the transference 
relationship informed my understanding of what was happening between us, Ms. 
Smith’s fragile processing was such that what I shared of the transference was 
limited to what she might be thinking about me in the moment. As the months 
passed Ms. Smith’s feelings of numbness also became suffused with anger and 
sadness, as she felt more able to recall her sometimes traumatic upbringing. 
Being with Ms. Smith our relating in the room could feel like a delicate thread 
which could break at any moment, and required a careful balancing of 
containment and more reflective exploration.
Even within the time limited approach of CBT, understanding the transference 
makes therapeutic ‘common sense’ and helps me to keep track of what is 
happening in the room. For example, Mr Turner (Attachment B) began to 
experience therapy as a very pressured environment and treated his homework 
assignments as ‘deadlines’. Reflecting on our relationship helped Mr Turner to 
realise how much I had become like ‘the boss’, and how this related to the
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overbearing father of his childhood. Attending to and recognising the transference 
dynamic, then helped Mr Turner to understand the pressure he was experiencing 
and take a more relaxed approach to therapy.
Emotion and the Unconscious
I’m not sure if this is a contradiction or not but I feel I have a humanistic heart and 
a psychodynamic ear. Although I hold with the value base that being met and 
validated can be enough to improve well being. I also feel humanist approaches 
don’t take enough account of emotion, and, in particular, what psychoanalysis 
and recent cognitive science would suggest is the implicit or unconscious aspects 
of emotional processing (Matte-Bianco, 1975; Power & Dalgleish, 1997). What I 
find attractive about object relations theory is that it situates our ability to regulate 
and think about emotion firmly within an interpersonal context (Bion, 1967; Bellas, 
1987; Fairbairn, 1952; Winnicott, 1958). The client’s changing emotional 
presence with me therefore brings with it differing relationships, defences and 
evoked roles for me to consider, and influences how much or how little I might 
share of my own thinking and feeling. For example, I understood Ms. Smith’s 
numbness as the consequence of a dissociative splitting of emotions relating to 
traumatic attachment figures. I hypothesised this might limit her ability to reflect 
on the possible transference! depth of our relationship, and so I kept my 
reflections very close to the here-and-now.
For me object relations theory provides routes into attachment theory, recent 
approaches to affect regulation, mentalisation and dyadic affect attunement 
(Beebe & Lachman, 2002; Fonagy, Gerely, Jurist, & Target, 2004; Obegi & 
Berant, 2009; Stern, 1985), and on into interpersonal neurobiology (Schore, 
2003) and trauma studies (van der Kolk, Mcfarlane & Weisaeth, 1996), for 
example. These all form a theoretical map for me to move around in a way which 
feels coherent.
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CBT and Flexibility
I think that the psychodynamic stance and the relationships developed in 
supervision and personal therapy, provided me with a secure base from which to 
gain a sense of who I am as a practitioner. I experienced a coming together in 
mind, heart and body which brought a sense of aliveness to my practice, like it 
was coming from all of me. I also gained a sense of what CP means for me. My 
more abstract commitment to humanist values became a lived sense that CP is a 
way of being which comes from within, from the heart; a way of relating which 
involves my ability to release and allow my own vulnerabilities to rise up and be 
held in relationship, with family, friends and colleagues. It is this sense of being 
alive to my strengths and weaknesses, which I began to feel able to take into the 
consulting room and draw on in relationship with clients.
CBT seemed epistemologically and ontologically out of sync with my evolving 
identity as a practitioner. The Cartesian emphasis on emotion as mediated by 
cognition was at odds with my belief that cognition is delicately balanced on 
emotion. The emphasis on technique and protocol was also at odds with the 
more meditative and affectively attuned listening and relating I was developing. 
Not surprisingly I initially experienced CBT practice as a painful tearing of what I 
felt was my true self, as I anxiously tried to follow protocols and learn techniques. 
CBT became something of a bad object, which threatened the integrity I had 
begun to develop and didn’t yet have the confidence to hold onto. More generally 
my encounter with this bad object was a valuable lesson in how stressors effect 
my practice, and the importance of my being mindful of how my more frantic 
anxious side comes to the fore when I’m under pressure.
I owe the sense of integrity which has slowly returned to my practice to 
having an integrative supervisor. As I set out my carefully constructed treatment 
plans, her simple question was always ‘and the relationship?’; ‘is this what the 
client needs?’ This initially increased my anxiety but as my understanding of what 
CBT could be grew, I felt an immense sense of relief. I felt able to return to and 
trust in my more intuitive, relational sense of the client, and to fit CBT into my
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practice, rather than vice versa. Encountering third wave approaches, and 
especially Gilbert’s (2005) emphasis on compassion in CBT, also allowed me to 
develop an approach to CBT which feels more like me.
Having my CBT placement in an SPT service also allowed me to undertake 
short and long term work and develop a flexible exploratory approach to CBT, 
discovering what works for the client each week, be it thought records or 
mindfulness, for example. This collaborative way of working has brought a 
flexibility to my practice which I think was missing before, and feels in keeping 
with the egalitarian flavour of CP. Although I still think of my way of being as 
broadly psychodynamic, I now have less of an identification with this approach. 
The psychodynamic approach allows me to work within and consider the 
complexities of the relationship, but I also recognise it is something of a one size 
fits all, which is limited to longer term work. I view CBT as a different kind of 
meeting, no less meaningful in its own way, which draws on my more pragmatic 
creative side. I now feel more mobile and adaptable in what I can offer clients, 
and recognise that the depth of relationship I savour as a therapist is not always 
what the client needs or wants. I think this also relates to my growing sense of 
myself as a counselling psychologist, and the feeling that what I’m able to offer is 
not so much a therapeutic model, but a stable relationship which responds to the 
client.
Endings and Beginnings 
Coming now to the end of my training and this paper, I’m reminded of an Eliot 
poem: “We shall not cease from exploration. And the end of our exploring will be 
to arrive where we started. And know the place for the first time”. I like these lines 
because they imply change is only ever a deepening memory, a discovery of who 
we are. I can still feel the excitement of arriving at the exotic but familiar ‘island’ of 
Surrey. And I feel a sense of sadness but also gratitude for what now feels like 
the insecurities of the child in me which brought me to training, and to whom I
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now feel better able to be a parent. It seems fitting also that my own son is just in 
the process of leaving home. As I’m about to leave my own training home, I can 
identify with his anxiety and excitement. Training has been a continued 
exploration, a continued discovery of the new. I have relished this with all the 
excitement of the youth in me. But more than this, training has been a process of 
learning to abide with the old, a slow integration of myself into a way of being 
which I can feel more secure in and offer relationship from. Although I titled this 
paper bringing body and mind together, another title could simply have been 
approaching middle age. Training has allowed me to do this in a way which has 
given birth to a new identity or therapist self, which feels both old and familiar, but 
also new and rejuvenating.
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Introduction to Research Dossier
Introduction to Research Dossier 
This dossier contains the three pieces of research completed during my three 
years training. The dossier begins with my first year literature review, which is 
divided into two parts. In the first part, I try to combine the phenomenological and 
psychoanalytic perspectives on the body into a therapeutically salient model of 
embodiment. Although in retrospect this seems like an audacious undertaking, 
this would not have been possible without encountering the work of Ferrari 
(2004), who distinguishes between a ‘horizontal’ relationship between bodies, 
and a ‘vertical relationship’ of each to their own body. This provided me with an 
imaginary axis on which to hang the phenomenological and psychodynamic 
accounts (with the phenomenological account relating more to the horizontal 
relationship, and the psychodynamic account relating more to the vertical 
relationship). In the second part of the review I situate the model within a clinical 
context, exploring the role of embodiment in our understanding of clinical 
presentations and therapeutic practice.
For my second year research I undertook an interpretative phenomenological 
exploration of therapist embodiment. I feel this research usefully shows how 
therapist’s draw on their own bodies to understand the client. It also reveals the 
impact of therapy on clinicians’ embodied being-in-the-world, and the importance 
of self-care. For my third year research I undertook a grounded theory of clients’ 
experiences of the embodied interaction with the therapist. This report usefully 
provides a glimpse into how the clinician’s body can facilitate and, at times, 
disturb the client’s experience of the therapeutic interaction. This report was the 
most challenging methodologically speaking, and involved analysing video based 
interviews with trainees who had recently taken part in in-vivo therapy sessions. 
Initial feedback on my analysis observed that the relationship between categories 
could be clearer, and that the report’s focus on the embodied interaction be made 
more precise. I have therefore tried to take these comments into account in the 
version submitted in this portfolio.
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Viewed as a whole, the research is my attempt to shed light on what appears 
to be a neglected but intrinsic aspect of the therapeutic relationship. This has 
been an immensely rewarding process, not least because I’ve met and 
interviewed some inspiring colleagues.
I should also like to draw the reader’s attention to a brief journal article and 
two conference abstracts reproduced at the end of this dossier. The reader will 
no doubt notice that I refer to the work of Schore in many of the articles collected 
in this portfolio. The journal article ‘Knowing the brain, unknowing the body’, 
published in the Counselling Psychology Review, is really my attempt to put into 
words the influence which interpersonal neurobiology has had on my own 
therapeutic practise. It also relates to how in general I draw on theory as a 
clinician. The conference abstract for ‘Approaching the therapist’s body’ concerns 
a summary of the theory section of my literature review, which I presented to the 
2008 Division of Counselling Psychology Conference. The abstract for ‘The 
embodied and affective interaction between client and therapist’ concerns a 
summary of the results of my I PA and grounded theory research, which I 
presented to a symposium on ’daring research’ for the 2009 Division of 
Counselling Psychology Conference.
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The relational body: Embodiment and the relevance of the Vertical 
relationship’ between body and mind to the therapeutic setting.
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Abstract
The paper constructs a therapeutically salient model which centralises the role of 
embodiment in affect regulation and the emergence of symbolic thought. The 
intersubjective component of the model complements the increasing relevance of early 
dyadic attunement to our understanding of the therapeutic relationship and, drawing on 
the work of Merleau-Ponty, posits that this relationship between bodies can be 
understood as an embodied intersubjectivity. The model then introduces an additional 
relational component and, drawing on the work of Ferrari, posits that the purpose of the 
dyadic relation between bodies is to facilitate what Ferrari refers to as an emerging 
‘vertical’ relationship between body and mind. Deficits in the intersubjective relationship 
between bodies can then disrupt the vertical relationship, precipitating embodied forms 
of distress. The importance of working within the vertical relationship is discussed with 
reference to borderline presentations and the therapist’s relation to their own body. 
Possible research is discussed in relation to somatic countertransference and embodied 
forms of distress.
Key words: body image, trauma, imitation, mentalization, self-harm, alexithymia.
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Introduction
Rooted in humanist and existential psychology, counselling psychology places a 
particular emphasis on the role of the therapeutic relationship in the 
psychotherapeutic process (Strawbridge & Woolfe, 2003). The purpose of the 
current review is to provide an account of the body which is of relevance to the 
therapeutic relationship, and, hence, to counselling psychology. Based on 
Reich’s bioenergetic model, and emphasising body awareness, the importance of 
the body is well established within some branches of psychotherapy (Guimon, 
1997), and a review of ‘body psychotherapy’ and its relevance to counselling 
psychology is provided in a recent handbook (Wahl, 2003).
The current review approaches the body from a different perspective and 
provides an account of the body as a relational subjectivity, rather than as an 
energetic object. This account is largely based on the work of Merleau-Ponty 
(1962) and recent infant research. For example, studies within developmental 
psychology suggest that the initial relationship between infant and caregiver is 
specifically founded on a relatedness between bodies (Gallagher & Meltzoff, 
1996). In contradistinction to the behavioural view of the body as a conditioned 
object, the body is viewed as the seat of felt, expressive intentions, which relate 
each member of the dyad towards the other, initiating what can be viewed as an 
embodied intersubjectivity (ibid). Neurobiological research also suggests that the 
purpose of this early forming relationship is the regulation of affects, which itself 
serves as a precursor for symbol use and mentalization (Fonagy, Gergely, Jurist 
& Target, 2004; Schore, 2003a).
Situating these recent developmental and neurobiological accounts within a 
therapeutic perspective, the body’s relevance to therapeutic practice might lie in 
the possibility that the initial route to the client lies not with the unconscious, 
cognition, behaviour, or even the person, but in the therapist’s nurturing a relating 
between bodies - something which itself requires the therapist to develop a 
perspicacious awareness of their own body. The latter part of the review will 
attempt to demonstrate that this way of working with clients may be particularly
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relevant for people with so called ‘borderline’ presentations, who may experience 
difficulties regulating and mentalising affects (Fonagy et al, 2004).
The review is divided into two parts. Part one provides an overview of the 
work of Bion (1962, 1967), Merleau-Ponty (1962) and Ferrari (2004). The review 
posits that these approaches can be usefully combined to form a therapeutically 
salient model, which centralises the role of embodiment in affect regulation and 
the emergence of symbolic thought. The model builds on the distinction made by 
the Italian psychoanalyst Ferrari (2004) between a ‘horizontal’ relationship 
between bodies and a ‘vertical’ relationship of each individual to their own body. 
The model’s ‘horizontal’ axis concerns the intersubjective relationship between 
bodies, and extends the work of several clinicians who, drawing largely on 
Merleau-Ponty’s concept of the lived body, conceptualise the therapeutic setting 
as an embodied intersubjectivity (Diamond, 2001; Dillon, 1983; Langdridge, 2005; 
Matthews, 2004). However, the review also posits that the concept of a relational 
or intersubjective body pays insufficient attention to the body’s material presence 
or corporeality. A second axis is therefore introduced which builds on a 
hypothesis put forwards by Ferrari (2004), namely that the horizontal relating 
between bodies effectively facilitates our ‘vertical’ relationship with this more 
corporeal presence. In other words, our ability to dwell within and in a sense own 
(rather than become distressed by) our bodies depends to a certain extent on 
early relationships with carers.
Whilst reference to the clinical significance of the model is made throughout 
the paper, part two of the review attempts to contextualise the model with respect 
to clinical presentations and the therapeutic relationship. Hopefully, the model 
provides an incentive and orientation for research on the embodied relationship 
between therapist and client, and the relationship of each member of the dyad 
with their own body. In general the review represents one further step towards 
conceptualising the body as an important facet of the therapeutic relationship.
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Part One: A Model of Embodiment
The Imageless Body
Bion’s importance (1967) for this review is threefold. Firstly, Bion provides a 
sophisticated description of the relationship between sensations, affects and 
thinking (or mentalisation). Secondly, in contrast to the representational view of 
the body as a ‘body image’ found in mainstream psychology (cf. Cash & 
Pruzinsky, 2004), Bion introduces us to the felt presence of what we will refer to 
as an imageless body, composed only of intensive sensations. Thirdly, Bion 
introduces us to the role that the relationship between infant and caregiver plays 
in regulating the body, referred to by Bion (1967) as containment.
The relation between sensation and mentalisation: In what, from a 
philosophical perspective, is an audacious move, Bion (1967) reverses the 
epistemological order of thinking and thoughts, and proposes that thoughts are 
not simply the product of the synthetic activity of thinking. Instead, thinking (or, in 
modern parlance, mentalisation) is a developmental event which emerges to 
cope with thoughts, understood specifically as intensive sensations or affects. 
Bion then classifies thoughts according to a developmental history consisting of 
‘pre-conceptions’ and ‘conceptions’. A pre-conception is a kind of a priori form, 
which precedes and organises lived experience. Bion operationalises his 
classificatory schema in object relation terms. The pre-conception the infant is 
born with is an expectation of the breast. In developmental terms a pre­
conception is similar to what Trevarthen (1993) refers to as a ‘motive’ -  an innate 
exploratory disposition, the goal of which co-ordinates behaviour and perception.
In experiencing the breast and so realising this expectation, the infant gains a 
conception of the breast, which is conjoined with an emotional experience of 
satisfaction. A conception, then, is simply the actualisation of a pre-conception, 
accompanied by a de-intensifying of affect. Bion reserves the term ‘thought’ for
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what happens when a pre-conception fails to reach conception (i.e. when an 
expectation fails to be met by the breast). A thought, then, is the conjoining of a 
pre-conception with an intensifying of affect, for example frustration. Bion (1967) 
describes the lived components of thoughts as ‘beta elements’: affects whose 
only organising principle lies in fluctuating levels of intensity. A thought, on this 
reading, is in effect a body composed of intensive affects. We will refer to this as 
an imageless body because it is a body which has yet to be clearly represented. 
The term imageless body owes a debt to the work of the French philosopher 
Deleuze (2003), who describes the body which precedes representation as a 
‘body-without-organs’, consisting entirely of allotropie variations in intensity, 
rather than a coherent body image.
Although Bion doesn’t explicitly draw this conclusion, it follows that thinking or 
mentalisation, emerges under the aegis of, or as an attempt to somehow get to 
know the body. While recent attachment research might question Bion’s 
hypothesis that what the infant seeks is specifically the breast (rather than 
proximity, for example), it is this implied relationship to the body’s corporeal 
presence which remains original, and, as we will see below, is explored further by 
Ferrari (2004). Indeed, attachment theory is also beginning to recognise a 
possible neglect of the body in the developing mind (Fonagy & Target, 2008). 
How, then, do these intensive sensations become regulated, and so thinkable?
Projective identification and reverie: For Bion there is a direct correspondence 
between the ability to modulate and so tolerate intensive sensations, and the 
ability to mentalise or think about them as affects. The ability to mentalise 
emerges through a combination of ‘projective identification’ and the quality of the 
child’s relationship with the primary carer, which at this early stage of 
development is specifically a relationship between bodies and their signals (Bion, 
1967). First described by Klein (1946), projective identification is the means by 
which the infant unburdens itself of intolerable sensations by projecting them into
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an object, usually the mother’s body. The child then reintrojects the affects in a 
more tolerable form (Laplanche & Pontalis, 1973). According to Bion’s version of 
projective identification, the child rids itself of intolerable sensations through 
muscular movements, such as a distorted smile. This physiological cancelling of 
intensity signals directly to the parent, who recognises and mirrors the child’s 
affective state, but in a de-intensified, tolerable, and so re-internalisable form. 
The toleration of affect depends, then, on the mother’s ability to receive and in a 
sense love what the infant finds intolerable. Bion (1967) describes this 
receptiveness as ‘maternal reverie’.
Maternal reverie is essentially the capacity to contain what the infant 
experienced as uncontainable. Bion describes the container as akin to a 
reticulum: contained affects lose their explosive quality and form a kind of 
emotional thread work. Once internalised, the reticulum functions as a primitive 
articulation of affects - the matrix from which thinking develops. What Bion (1967) 
describes as the ‘alpha-function’ transforms de-intensified affects into thinkable 
‘alpha’ elements. However, we should not confuse this notion of thinking with a 
disembodied cogito. Alpha elements indicate the dawning of a specifically 
emotional intelligence, an affective mentalising (Fonagy et al, 2004). Mentalisable 
affects are similar to what phenomenological psychology would describe as 
intentions. The infant develops a primitive sense of what the feeling directs it 
towards and a sense or toleration of itself as this feeling.
The emergence of affective mentalising assumes, as Winnicott would say, 
that all goes well in the child’s relationship with the caregiver. Insufficient reverie 
can result in a deregulated affective style. The infant is set adrift on what we are 
describing as an imageless body, composed of intolerable sensations which, 
lacking a containing reticulum, can be neither differentiated nor toned down. 
Rather than leading to the temporary cancellation and then return of tolerable 
thinkable affects via reverie, projective identification may increase as an end in 
itself (Bion, 1967).
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Although intellectually the imageless body is perhaps the most abstract 
concept in this review, in existential terms it is the most visceral. As a clinician, to 
be in the presence of the client’s imageless body is perhaps to experience 
sensations which put your own body out of joint. This is what the imageless body 
gives you -  sensations which disturb and so force you to think and be curious. To 
do so, however, it is necessary to be able to tolerate and stay with these feelings. 
This task is complicated by the possibility that the projected affects are not yet 
reticulated or categorisable emotions, and, as such, can easily get lost in the 
clinician’s own emotional response to the presentation. It is therefore necessary 
as clinicians to refine our own emotional reticulum. If we think of the reticulum as 
a kind of net, the gaps in the categorical reticulum are too large and the 
imageless body escapes. Perhaps we need to learn to sense what lies between 
discrete categorical emotions, if we are to receive and think about the sometimes 
obscure message which is the client’s body. Having briefly discussed what an 
imageless body might be like, we will now turn our discussion towards what it is 
like to possess a body image.
Body Image and the Intersubjective Body
Schilder (1950) defined body image as “the picture of the body we form in our 
mind” (p. 11). The clinical significance of body image can be traced to Bruch 
(1974) and Palazzoli’s (1974) work on eating disorders. Bruch (1974) posited that 
a distorted body image was an essential component of anorexia, and 
emphasised that a realistic body image was a precondition for recovery. Body 
image disturbance has since been connected to several presentations, most 
notably body dysmorphic disorder (Philips, 2003) and self-harm (Krueger, 1989; 
Walsh, 2006).
The clinical relevance of body image has been conceptualised within both 
psychodynamic and cognitive psychology. Psychoanalysis offers a 
developmental account which draws on Freud’s (1923) hypothesis that ego
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stability depends on the material stability of the body (Krueger, 1989). Body 
image within mainstream psychology has developed within a cognitive approach 
and is understood as multi-dimensional construct consisting of perceptual, 
cognitive and behavioural components (Freedman, 1990; Rosen, 1990). These 
components then form the backbone of psychological therapies with a body 
image element, the dominant intervention being Cognitive Behavioural Therapy 
(Cash, 2002).
Whilst not wishing to diminish the relational aspects of CBT, this model 
proposes what is arguably an anti-phenomenological approach to the client’s 
experience of body image. Understood as a clinical presentation a ‘body image 
disorder’ presupposes a body image which has become distorted or inaccurate, 
and so ceases to represent what is taken to be an objective and measurable 
body; treatment then centres on restructuring these identified distortions, bringing 
the image in line with the objective body (Rosen, 1990). Drawing on the work of 
Merleau-Ponty (1962), the current review proposes a middle ground between the 
cognitive and psychodynamic approach to the body, which emphasises that the 
body, and hence body image, is a subjective and intersubjective phenomenon. In 
doing so, the review will embed the intersubjective body in a developmental 
context. A possible role for the relational body in affect attunement is also 
explored. This hopefully provides the clinician with a lifespan perspective on adult 
presentations with a bodily element. The intersubjective body image might also 
offer a way to conceptualise bodily distress which avoids the pathologising of 
experience implied by ‘body image disorders’.
The intersubjective body. Merleau-Ponty’s (1962) phenomenological enquiry 
revealed that the ‘lived body’ is an essentially subjective and relational entity and 
is the medium for what existential philosophy refers to as our ‘being-in-the-world’. 
World in this context does not refer to an object which confronts, but the familiar 
significance of a milieu or dwelling place. The body is the medium for inhabiting a
83
Research Dossier -  Year 1 Literature Review
given milieu because the place's significance resides in arms, legs and hands - 
the countless bodily habits which we effortlessly and unthinkingly move through 
each day (ibid). For Merleau-Ponty, the implicit awareness or image we possess 
of the body is always in relation to the significance of a given milieu. On this 
reading, our lived body image is not simply a snapshot of current positions, but 
an essentially felt power of inhabitation; that felt sense of yourself as an ‘I can’ in 
relation to a given situation (Lingis, 1985). Furthermore, the milieu’s significance 
is understood entirely in motor, rather than cognitive or representational terms 
(ibid). The milieu possesses what Merleau-Ponty (1962) describes as a ‘motor- 
sense’, which is apprehended as the felt cohesion of the body image -  a body 
which knows how.
Body and world, in this sense, form an interlocking system of 
correspondences (ibid). With respect to objects, a requisite body image is called 
into being for the task at hand. With respect to other humans, however, the 
correspondence between bodies is intersubjective. Our bodies begin to relate to 
and call on each other, and the emerging body image provides each dyad 
member with what, following Gendlin (1981), might be described as an ‘inner felt 
sense’ of the other’s body. For example, I don’t so much see my partner lean 
forwards towards me, as feel this in my own posture, which reciprocally leans 
back or forwards, depending on the lived significance of the interaction. As 
Diamond (2001) and Langdridge (2005) have observed, it is this bodily entwining 
with and felt sense of the other, which is arguably of clinical significance, and 
might stand as a barometer for aspects of the client’s lived experiences which 
aren’t immediately shared at a verbal level.
The intersubjective body and neonate imitation: Recent commentators have 
pointed out that Merleau-Ponty’s reflections on the intersubjective body 
correspond with and are greatly enriched by recent infant studies on early 
imitation (Diamond, 2001; Gallagher, & Meltzoff, 1996). The ability to imitate
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requires that the child overcomes a developmental problem described by Piaget 
(1962) as ‘invisible imitation’. With facial imitation, for example, the child must be 
in possession of a bodily schema capable of connecting its own felt but unseen 
movements to the essentially seen but unfelt movements of the other (Gallagher 
& Meltzoff, 1996; Meltzoff & Moore, 1999). Following Merleau-Ponty (1962), we 
have just described such a schema -  our proprioceptive awareness is 
accompanied by a body image which senses the other’s posture.
However, influenced by Piaget and Lacan (1977), Merleau-Ponty (1963) 
believed the infant initially possessed a fragmented and confused body image, 
which only becomes organised gradually. Gallagher and Meltzoff (1996) observe 
that recent imitation studies throw this hypothesised staging of the body 
schema/image into question, and suggest that the infant might possess a body 
image which is innately organised. Imitation like behaviour of tongue protrusion 
and mouth opening has been recorded in infants as young as 42 minutes old 
(Meltzoff & Moore, 1983). Evidence also suggests infants are capable of imitating 
a range of gestures, can initiate imitation even after time delays, and refine or 
regulate their imitation attempts to match the target (Meltzoff & Moore, 1977, 
1994). Meltzoff & Moore (1999) propose that the underlying mechanism for 
imitation is ‘active intermodal mapping’ (AIM), which concerns the infant’s ability 
to detect equivalences across sensory modalities, such as perception and 
proprioception. Imitation on this reading is a ‘matching-to-target’ process, 
whereby errors are corrected by intermodaly comparing proprioceptual 
information to a visual goal (ibid).
Meltzoff and Gopnik (1993) posit that the function of AIM is to provide the 
infant with ‘like me’ experiences, which act as a primitive precursor for the 
development of a theory of mind (TOM) at around four years. The proprioceptive 
mapping of the infant’s body to the other’s visible expressive behaviour forms the 
basis of a primitive inference that the other possesses mental states and beliefs 
‘like me’ (Meltzoff & Gopnik, 1993). If we situate neonate imitation within a 
Merleau-Pontian account, however, a slightly different hypothesis emerges. The
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concept of being-in-the-world, briefly described earlier, overcomes the 
epistemological problem of building a bridge between self and other. We do not 
so much infer the other’s presence as experience a direct and unmediated 
intuition of the other. The coupling together of bodies which characterises 
proprioceptive equivalence does not provide the basis for an abstract inference, 
but an inner felt sense of the other. Indeed, in a rare and fruitful collaboration 
between a phenomenological philosopher and a developmental psychologist, 
Gallagher and Meltzoff (1996) suggest that infant imitation might be evidence for 
the body being an innately intersubjective entity. This is in effect a 
developmentally based rendering of the existential concept of the ‘mitwelt’. On 
this reading TOM is a false problem, which might be better understood from the 
perspective of an emerging BOM (body of mind).
The intersubjective body and affect regulation: We will now try to combine our 
account of the imageless body with that of the intersubjective body. Rather than 
view the intersubjective body as a TOM precursor, the model proposed in this 
review situates the intersubjective body within the context of affect regulation. As 
Bion and others have suggested, the infant’s ability to represent emotional states 
depends on the capacity to tolerate the affects and sensations which compose an 
imageless body, and this is mediated by the emotional responsiveness or reverie 
of the primary caregiver (Bion, 1967; Fonagy et al, 2004). The AIM of the 
intersubjective body helps us to understand how the infant might tune into and 
affectively resonate to the caregivers deintensifying response. In other words, the 
embodied interaction between infant and caregiver closely relates to the ‘affect 
regulation’, which serves to maintain arousal within tolerable parameters (Shore, 
2003b; Sroufe, 1996).
On this reading what Schore (2003b) describes as the infant’s experience 
dependant emotional development is perhaps supported by an innate bodily co­
ordination towards the other. Although not stated in these exact terms, this idea
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appears to inform the work of Trevarthen (1993). Kugiumutzakis (1993, 1998) 
has observed imitation in infants less than 45 minutes old, which appears to be 
emotionally motivated, and selects specifically communicative behaviour relating 
to speech and gesture. Trevarthen (1993), referring to Kugiumutzakis’s findings, 
understands imitation as a motive - a purposive movement which is organised 
around changing affect levels. Trevarthen (1993) has also produced experimental 
data for ‘proto conversations’ between infant and caregiver from 6 weeks. The 
child co-ordinates itself bodily in the direction of the mother and makes a 
‘statement of feeling’, an emotionally significant movement such as a smile or 
gesture. The parent then synchronises with and repeats the emotional signal 
through a specifically intermodal response (ibid). The emotional signal is not 
simply copied but matched across the body’s expressive modalities, which 
capture and modulate the feelings intensity, rather than the form as such. 
Additionally, Fonagy et al (2004) refer to the parent’s exaggerated response as a 
kind of ‘marking’, which serves to modulate arousal and ‘decouple’ the response 
as referring to the child’s affective state, rather than the adult’s.
As affects become increasing organised, the dyadic exchange becomes 
characterised by a flow of ‘emotional transients’ or distinguishable categorical 
emotions, such as sadness and happiness (Trevarthen, 1993). Stern (1985, 
1993) describes the intensity of these expressed feelings as ‘vitality affects’. 
Vitality affects are verbs rather than nouns -  the surging, pulsing, and bursting 
which goes to make up what Stern (1985) refers to as the ‘activity contour’ of a 
given affect. While categorical emotions come and go, vitality affects are 
constantly present. For Stern, the proto-conversation just described is essentially 
an attunement and modulation of vitality affects, which gradually compose the 
activity contours of discrete emotional states. As Diamond (2001) and Simms 
(1993) have observed, Stern’s concept of affect attunement fits well with a 
Merleau-Pontian account of an intersubjective relating body. However, we would 
want to emphasise that the relational body and affect attunement are not 
identical. We emphasise this difference so as to distinguish the body image which
87
Research Dossier -  Year 1 Literature Review
accompanies the relational body from the more corporeal presence implied by 
the very vitality or intensity of these affects. In terms of the proposed model, 
Stern’s vitality affects correspond with what we have described as an imageless 
body, which consists solely of variations in intensity. The role of the 
intersubjective body in affect attunement then lies in providing intensive affects 
with a containing outline.
What Bion refers to as containment might then lie in the combination of an 
intermodal mapping of bodies and the attunement of affects. Furthermore, by 
combining the imageless and relational body, it is possible to speculate that 
emotional containment lies partly in the experience of a coherent body image. 
This situates a hypothesis put forwards by Krueger (1989) within a firmly 
relational context. We might surmise that the vitality affects which compose the 
imageless body are always somehow bounded with the outline of a body image, 
which emerges through the body’s continually responding to the other. The felt 
sense of the other’s body, which might emerge through mirroring behaviour, for 
example, provides an outline for what might otherwise be experienced as 
uncontainable affects.
Evidence for this hypothesis lies in adult presentations in which affects are 
regulated through attempts to create a coherent body image, through excessive 
exercise or restricted eating, for example (Krueger, 1989). Drawing on the work 
of Merleau-Ponty, Weiss (1996) has argued that a distressing body image is one 
which has become overly rigid rather than distorted or inaccurate. The image’s 
felt power to occupy a multitude of milieus, and hence relationships, is dilated 
down to relentlessly pursuing a single milieu, be it restricted eating or exercise. 
Working with the client therefore requires an intimate understanding of their 
embodied being-in-the-world. Rather than view the image as the distortion of a 
supposedly objective body, the clinician might do better to try and view the 
client’s world through their body image, a bit like a lens. This might involve what 
Casement (1985) has described as trial identifications, which focus on the 
clinician’s relationship to their own body. What might it be like to inhabit a body
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like my client? What might this allow me to do or feel? What might this stop me 
doing or feeling?
The Body as Vertical Relationship
So far we have considered the body in relation to the other. We will now take a 
closer look at the body’s material presence, an area of experience which has 
been explored largely within psychoanalysis. Freud (1923) famously 
hypothesised that the ego is primarily a ‘body ego’. Similarly, Winnicott (1965) 
emphasised that the ego emerges from a ‘pure body-functioning’. On this reading 
sensations form the core around which the ego develops. Psychoanalysis after 
Freud has focused in particular on the role of the skin in ego formation. Winnicott 
(1965) observed that the ego develops through tactile contact between infant and 
caregiver, characteristic of the ‘holding phase’; the psyche begins to ‘dwell in the 
soma’ via the skin, experienced as a limiting membrane between self and other. 
Bick (1968) also emphasises that the skin provides the infant with a first 
boundary, capable of containing uncoordinated aspects of the self. Based on the 
experience of holding, the skin is the introjected object which provides the first 
differentiation of an inside/outside, which then forms the basis for the paranoid 
schizoid defences of splitting and projection (ibid). The phrase ‘skin-ego’ was 
coined by Anzieu (1989), who locates his psychoanalytic account within an 
attachment framework. Physical contact between caregiver and child functions 
homeostatically to regulate arousal and maintain proximity. The coherence of 
skin sensation, provided by consistent holding, provides the ego with its first 
sense of boundary, surface and volume, and this allows for the phantasy of a skin 
ego to develop capable of containing psychic contents (ibid).
Ferrari’s concrete original object The guiding idea behind the psychodynamic 
account of a body ego is that the body might provide the ego with an initial
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boundary between self and world. What is implied within this account, however, is 
the idea that the body is somehow already there. The body ego assumes an 
encounter with some sort of object, for want of a better word. It is this sense of 
the body which the Italian psychoanalyst Ferrari (2004) asks us to consider. 
Ferrari complicates and extends Bion’s account of the relationship between 
sensation and thinking. For Bion the withdrawal of the breast results in intensive 
intolerable sensations, which become modulated and thinkable via maternal 
reverie. Viewed as preconceptions, sensations are archaic intentions which relate 
to the infant’s first milieu, which centres on the carer’s body.
So far we have explored what might be described as the sensation’s objective 
pole, the sensation’s relation towards something in the world. Ferrari (2004) 
reverses the direction of Bion’s account, and emphasises that a sensation is 
always also a sensation of infant’s the body, described as the ‘concrete original 
object’. Rather than view sensation as a nascent body ego, which, as such, is 
always tilted towards the world and others, Ferrari stays with the body as body. 
The body is concrete because any sensation is at some level a bodily feeling. In 
contradistinction to Bick’s account, for example, the body is original because the 
body’s primary presence cannot in itself be viewed as the product of an 
introjective relationship between self and other. And the body is the object 
because Ferrari posits that the mind develops as an attempt to somehow 
establish a relationship with this original ‘datum-presence’.
Interestingly, Ferrari’s hypothesis is supported by recent neuroscience which 
emphasises that the brain is a bottom up architecture, underpinned by the 
somato-sensory cortices (Damasio, 2000; Panksepp, 1998). However, as an 
existential proposition, Ferrari’s hypothesis is at once both startlingly obvious and 
also very strange. It prompts us to consider the idea that what might be 
considered our primary possession is a relationship which needs to be 
established. The medium for our being-in-the-world is itself a kind of world or 
archi-milieu.
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Ferrari’s (2004) hypothesis in full can be stated as follows: the modulation of 
affects characteristic of the ‘horizontal’ dyadic relationship, serves to catalyse an 
emerging ‘vertical’ relationship between body and mind. Ferrari is identifying what 
for the clinician is more than a philosophical quandary, and concerns a rarely 
considered relationship. What Ferrari is trying to consider is very fiddly, highly 
abstract, but also, it seems to me, clinically relevant. I’ll try and summarise as 
follows. The vertical relationship with the body essentially concerns our ability to 
relate to ourselves as a body. To both inhabit a body and listen to and respond to 
our bodies. While Merleau-Ponty takes the body as a subjective given, for Ferrari 
it is the body which in a way awakens or calls on the mind, which emerges as an 
attempt to know sensation. The dyadic modulation of affect ‘eclipses’ the body, to 
use Ferrari’s phrase, as pure sensation, allowing it to become familiar and 
known. And to the extent that sensation is known, the mind is then able to, as it 
were, take up residence and dwell in the body. The body, once eclipsed, 
becomes a kind of background phenomenon not dissimilar to Merleau-Ponty’s 
account; it’s there guiding our intentions, but we rarely have cause to actively 
think about it.
Ferrari’s point appears to be that as the concrete original object, even a body 
which is inhabited and forgotten about can break in on our awareness at any 
moment. Sensations, on this reading, are like so many questions which force us 
momentarily to think; the body is trying to let us know something and it is 
necessary to listen. Most of the time sensations are benign and we know what 
they mean, for example hunger. However, at times of illness or trauma our 
relation to ourselves as body is disrupted, and the body breaks through as 
unknown and distressing. The ability for a mind to emerge as a function of these 
sensations; the ability, then, to develop a vertical relationship with and listen to 
this as yet unknown body, depends largely on the quality of the early horizontal 
relationship with the caregiver.
Ferrari’s account therefore provides the clinician with a vocabulary with which 
to consider what is all too easily assumed by the therapist, that the client is at
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home in their body. Ferrari also draws the clinician’s attention to the possibility 
that for the client who isn’t at home in the body, establishing this relationship can 
become all encompassing, the body can effectively become their world. Having 
considered three different perspectives on the body, I shall now begin to look 
closer at the clinical significance of this account.
Part Two: The Clinical Significance of Embodiment 
The twin axes of embodiment, understood specifically as a horizontal relating 
between bodies, and a vertical relationship of each person to their own 
corporeality, provides the therapist with the beginnings of a clinically salient 
model. In particular, the model might be relevant to the recent literature on 
impaired ‘mentalized affectivity’ (Fonagy et al, 2004) - difficulties clients might 
experience dwelling and reflecting on the meaning of affects. According to the 
proposed model, the client’s distress might relate to deficits in early dyadic affect 
attunement and a consequent disruption of the vertical relationship between mind 
and body.
Krueger (1989) identifies two particular disruptions in attunement, which may 
relate to adult distress: overstimulation or withdrawal by the caregiver. 
Experimental perturbation studies, such as the still face procedure, indicate that if 
the caregiver does not express appropriate reverie the infant becomes distressed 
and withdrawn (Murray & Trevarthan, 1985; Tronick et al, 1978). In terms of the 
longitudinal effect of deficient affect attunement, Murray (1992, 1996) has 
produced evidence which suggests that the unresponsiveness of postnatally 
depressed mothers might correspond with reduced cognitive development in 
infants.
Over or under attunement lacks the marking described earlier which 
modulates arousal, differentiates affects and indicates affects belong to the 
infant, rather than the caregiver (Fonagy et al, 2004). Following prolonged 
attunement perturbation, it would be expected that feelings are not experienced
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as differentiated and meaningful, but as uncontainable, closer to the raw 
sensations of a concrete original object than meaningful thoughts. From a clinical 
perspective this description corresponds with the presentation broadly defined as 
borderline in psychoanalytic terms, borderline personality disorder (BPD) in 
diagnostic terms, and presentations associated with trauma and PTSD (Fonagy, 
1991; Kernberg, 1975; van der Kolk, 1996). In support of this hypothesis, studies 
suggest that adults exhibiting borderline traits, such as emotional lability, 
impulsiveness and relational difficulties, report increased early relational trauma 
compared to other psychiatric diagnoses (van der Kolk, Perry & Herman, 1991; 
Weaver & Clum, 1993), and compared to healthy controls (Bandelow et al, 2005). 
Similarly, studies suggest that secure early attachment plays a protective role 
with respect to trauma induced psychopathology, such as PTSD (van der Kolk,
1996).
Mood Regulation and Self-harm
One clinical consequence of the account outlined in part one is as follows: the 
vertical relationship between body and mind, sensation and sense, is contingent 
on consistent affect modulation within the horizontal dyadic relationship. Dyadic 
relational trauma therefore disrupts our relationship with and ability to listen to the 
body. Our relationship to a coherent body image is disturbed by an imageless 
body, the body as pure datum or turmoiling sensation (Ferrari, 2004). Within the 
literature the most far reaching effect of early relational trauma is difficulty 
regulating arousal (Schore, 2004a; van der Kolk, 1996). Clients report 
overwhelming feelings and hypersensitivity to seemingly neutral stimuli. For 
example, I recently worked with a client who described an early relationship with 
a withdrawn parent. She found it impossible to go to the cinema because the 
sound of people eating made her ‘want to scream’. This made for a light hearted 
moment between us, but my client’s agitation thinly disguised underlying feelings 
of anger and sadness.
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Infant studies indicate that the response to perturbation is characterised by 
emotional distress and attempts to regulate arousal through auto-stimulation, 
such as finger sucking, lip biting and clothes touching (Murray & Trevarthen, 
1985). Similar behaviour has also been observed in primates (Harlow & 
Zimmerman, 1959). Auto-stimulation might indicate that distress is experienced 
as what Anzieu (1989) describes as a perforation of the skin-ego. Stimulation 
therefore serves to modulate arousal and reinstitute the containment of a body 
image.
The use of the body to modulate arousal may also take on more extreme 
forms, such as compulsive exercise, disordered eating and self-harm (Krueger, 
1989). Within the literature the principal function of self-harm is increasingly 
understood as the reduction of negative affect (Favazza, 1992; Klonsky, 2006; 
Walsh, 2006). While the function of self-harm is similar in both clinical and non- 
clinical populations (Briere & Gill, 1998), the prevalence of self-harm increases 
within clinical populations reporting early relational trauma, in particular borderline 
presentations and BPD (Briere & Gill, 1998; Faber, 2002; Kemperman, Russ & 
Shearin, 1997; van der Kolk et al, 1991). As a trainee counselling psychologist, I 
try to base my understanding of the client on our relationship, and the meanings 
which emerge between us in the room. However, the evidence suggests that 
early relational trauma, affect dysregulation and the regulatory use of the body 
should be viewed as a continuum. The appearance of any one of these in the 
consulting room might therefore raise the question of the other two in my mind. 
The proposed model therefore sensitises me to the idea that part of my 
‘horizontal’ relationship with the client might lie in helping the client to explore the 
vertical relationship with their body.
Alexithymia and the Body as Concrete Symbol
In addition to regulating arousal, horizontal affect attunement is also viewed as a 
precondition for symbol use. Krueger (1989) posits that the body-ego provides an
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initial boundary between the infant and caregiver, which allows what Winnicott 
(1971) refers to as a ‘potential space’ to emerge within which the first symbols or 
‘transitional objects’ can develop. Additionally, marked affect attunement allows 
an intention towards an absent, and hence symbolisable, object, to develop, and 
differentiates the affects to be symbolised (Fonagy et al, 2004). Krystal (1978,
1997) emphasises that the emerging differentiation of affects is also a 
desomatizing of affect. Consequently, early relational trauma can result in a 
presentation characterised by alexithymia -  a reduced ability to differentiate 
emotions and affects from sensations (Krystal, 1997; McDougal, 1989). Writing 
on alexithymia, van der Kolk (1996) cites Cicchetti’s developmental studies on 
maltreated toddlers found to use fewer emotional words compared to words 
referring instead to physical states, such as hunger (Cicchetti & Beegly, 1987). 
Similarly, working on a CAMHS placement I noticed how many of the mood 
difficulties of my young clients were associated with and often spoken about in 
terms of a physical illness, such as the flu or food poisoning.
From an object relations perspective, alexithymia is the result of early 
relational trauma initiating a ‘pre-symbolic developmental arrest’ (Krueger, 1989). 
Adult presentations with this kind of background are characterised by what Segal 
(1957) refers to as a ‘concrete’ or overly literal thinking style, which struggles to 
mentalise or verbalise affect, and, correspondingly, possible use of the body to 
restore or symbolise elements of the faulty dyadic relationship (Bateman & 
Fonagy, 2006; Krueger, 1989; Krystal, 1997). For example, self-harm and 
disordered eating are hypothesised as attempts to separate from an internalised 
persecutory other (Gardner, 2001; Palazzoli, 1974; Turp, 2003). On this reading 
the body acts as a kind of transitional object, which provides a symbolic equation 
of and a differentiation from an internalised object (Kafka, 1969; Sugarman & 
Kurush, 1982).
The model proposed in this review offers a slightly different perspective. Auto­
stimulation, such as self-harm or eating, might be a way to supplant a deficient 
early relationship with the other, in order to achieve the original vertical
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relationship -  the client’s relationship with themself as body. This is an admittedly 
subtle difference. However, this hypothesis emphasises how self-harm and 
eating disorders might be closer to forms of self-care, rather than attempts to 
separate from and symbolise the other using the body. This would explain how 
these clients can seem very difficult to reach. To achieve the vertical relationship 
alone is in a way to become locked into the body.
The challenge for the clinician lies in reaching out to a client who in a way has 
become self-sufficient. Current research largely concentrates on pathological 
body use in relation to affect regulation and the differentiation of self from other 
(Klonsky, 2006; Suyemoto, 1998). Based on the proposed model, what might 
also be required is an increased understanding of the client’s relationship with 
their body. The body is a milieu, a place to be inhabited and listened to. The more 
we understand this largely neglected sense, the more we can discern points of 
access for the dyadic relationship.
Treatment and the Therapist’s Body
Sustained disruption to the early dyadic relationship may result in a clinical 
presentation characterised by difficulty regulating and mentalizing affects, 
operational thinking and concrete symbol use (Fonagy et al, 2004). This type of 
presentation has specific consequences for the type of therapeutic relationship 
fostered by the therapist as a pathway for change. In particular, clinicians advise 
caution in interpreting the transference! relationship (Bateman & Fonagy, 2004, 
2006; Ferrari, 2004). Because the client’s fragile sense of self is in part built on 
an excessive use of projection, focusing attention on the dyadic relationship may 
undermine this sense of individuation. Clients may want to project and in a sense 
forget the relationship exists (Bateman & Fonagy, 2006). For example, working 
with a client with early relational trauma, admittedly clumsy attempts by me to 
focus on ‘our’ relationship were ejected out of hand. For the client to feel able to 
talk to me it was initially necessary not to have to think about me too much.
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Attention also needs to be paid to how words are used. Concrete thinking 
limits the extent to which any interpretative or ‘as if use of language can make 
sense (Bateman & Fonagy, 2004, 2006). Also, concrete thinking is such that 
words offered by the analyst may take on a terrifying quality, initiating further 
projection rather than insight (Farrell, 2004). In place of transference 
interpretations, Ferrari (2004) recommends the use of ‘propositions’ regarding the 
client’s current affective state. Similarly, Fonagy and Bateman’s (2006) 
mentalized-based treatment eschews transference! interpretation. The therapist 
adopts a ‘mentalizing stance’ based on statements and questions which reflect or 
enquire about what the client is thinking and feeling in the here and now. Change 
is achieved through the client recognising and internalising their own marked 
affective states as reflected in the therapist’s mentalizing stance.
Although Fonagy states that the focus of therapy is ‘manifest affect’, what is 
arguably absent from mentalization-based treatment is the use of the client or 
therapist’s own body in accessing this affect. The reason appears to lie in Fonagy 
et al’s (2004) developmental model of affect attunement. Fonagy et al are rightly 
critical of the Meltzoff and Gopnik’s (1993) view of imitation as a ‘like me’ 
experience, requiring introspection and attribution. They instead propose that 
early affect attunement relies on a bio-feedback based mechanism, which detects 
contingencies between affect display and infant response. From a Merleau- 
Pontian perspective, however, these contingencies can be understood as an 
unmediated felt sense of the other - an equivalence which has no need of 
attribution to be intuitively understood. Simply put the body knows how. It is this 
relational and felt cohesion which might form the basis for affect attunement and 
the concomitant emergence of a body ego. Deficits in affect attunement result in 
increased arousal and an uncontaining body image, reduced awareness of the 
intersubjective body, and a corresponding reliance on auto-stimulation to create a 
coherent body-image. The therapeutic route towards repairing the break in the 
vertical relationship might therefore lie in rekindling the intersubjective body.
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The principles of a dyadic body-to-body relationship have been succinctly 
outlined by Schore (2003b). The therapeutic alliance is based on a 
developmentally needed experience of the therapist as being in a state of 
affective attunement with the client, tracking and reflecting the moment-to- 
moment unfolding of autonomic arousal. The initial therapeutic goal is to stabilise 
arousal within what Ogden (2006) refers to as a ‘window of tolerance’. Closer 
attention can then be paid to the context of the deregulated vital and categorical 
affects. In other words, the vertical relationship between arousal, expressive 
posture, and the presence (or absence) of verbal narrative is now explicitly 
explored. The therapist uses propositional statements to bring the manifest but 
dedifferentiated affects to mentalizing awareness.
Although the therapist works primarily within the vertical relationship, rather 
than a transferential interpretation of the dyadic relationship, an awareness of 
countertransferance issues is, nevertheless, a vital element of the mentalising 
stance. In order to provide the client with accurate feeling statements, the 
therapist should be capable of differentiating the client’s feelings from their own 
responses to these feelings (Bateman & Fonagy, 2004). A specifically embodied 
approach to affective mentalisation arguably requires an awareness of what has 
been referred to as somatic countertransferance (Brown, 1979; Dosamantes- 
Beaudry, 1997; Ross, 2000). This is particularly important if the therapist actively 
uses their own body to mirror (and then modulate) the client’s affective arousal 
(Ogden, Kekuni & Pain, 2006).
The ability to accurately match affects is further complicated by the possibility 
that the primary defence mechanism for deregulated arousal is projective 
identification (Bion, 1967; Schore, 2003a). The therapist may experience the 
somatic equivalent of what Bion (1967) refers to as ‘attacks-on-linking’ -  a de­
differentiation of affect and sensation. The therapist’s ability to listen to their own 
body (and recognise the presence of the client’s body therein) is therefore a vital 
and unavoidable component of working within the vertical relationship, and a spur 
for future research in this field. In the short time I’ve been practicing I’ve already
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noticed how at times my body doesn’t quite feel like my own -  I’ve felt hungry at 
odd times or felt overwhelmed with tiredness for no apparent reason. Closer 
inspection often reveals unacknowledged feelings, such as anger, which either 
the client or I have yet to explore.
With the possible exceptions of Samuals (1985, 1989) and Stone (2006), 
references to somatic responses to clients within the literature are largely 
descriptive rather than operational (Farrell, 2004; Field, 1989; Orbach, 1995; 
Ross, 2000; Zerbe, 1998). What is arguably required is an operational definition 
of somatic countertransference which approaches the sophisticated definition of 
its verbal equivalent. Drawing on the axis proposed by Ferrari, the model 
presented in this review provides a typology of the body as it appears within the 
therapeutic setting, which might serve as an orientation for continued research 
into the unexplored relationship of the therapist to their own body.
Conclusion
Two relationships have been outlined -  the dyadic relationship between bodies, 
and what Ferrari describes as the vertical relationship of each to their own body. 
These relationships interconnect and form a model which emphasises the 
relevance of embodiment to the psychotherapy. The intersubjective component of 
the model corresponds with recent interest in the therapeutic relevance of 
embodied empathy (Cooper, 2001 ; Finlay, 2005). However, based on the 
developmental psychology and neurobiology of affect regulation, the current 
review emphasises that the initial function of the embodied horizontal relationship 
is, as it were, to install the psyche in the soma. The body’s relatedness to the 
other allows our relation to ourselves as corporeality to emerge. For the therapist 
to interpret their felt sense of the other as empathy is perhaps to assume that the 
client’s relationship with their own body is intact. The sharing of this embodied 
empathy might therefore be received as meaningless or an intrusion. 
Consequently, it may be necessary for the therapist to use their felt sense of the
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other in a kind of pre-therapy and work directly in the vertical relationship. 
Embodied empathy arguably only takes place, or at least can only be fully 
expressed and shared, once the client is capable of knowing what they feel. If the 
therapeutic relationship is to incorporate the intrinsic relatedness which lies 
between bodies it also needs to incorporate the idea that each and every body 
also implies a vertical relationship.
My interest in the body as a practitioner owes a lot to my experiences working 
with a self-harming client two years ago. At the time I was a mental health 
outreach worker. My client, I’ll call her Mary, had self-harmed for a number of 
years. The skin on Mary’s neck, face and, in particular, her arms was almost 
entirely composed of scar tissue. Usually when I work with clients their persona 
and body knit together fairly well. There might be something which strikes me 
personally. For example, I’m not the tallest person in the world. Working with tall 
clients initially puts me on the back foot, as it were (I’m grateful that therapy 
involves extensive use of chairs). But this slightly intimidating aspect soon blends 
into the client as a person; the client and their body form a single embodied 
whole.
However, my relationship with Mary as a person was continually disturbed by 
my encountering her body and how it made me feel. The first time I met Mary the 
sight of her scars gave me a feeling which I still find difficult to give a name to, 
other than it was deeply visceral; her scars upset me, they got beneath my own 
skin. This disturbance didn’t just concern what her skin signified, the years of 
emotional pain, the countless cuts it must have taken to reduce her once smooth 
arms to a tangled and furrowed mass. These things I was aware of. I could think 
about these feelings and they motivated my compassion for and desire to get to 
know Mary as a person. But I also experienced other more negative feelings 
which at the time I felt ashamed of, most notably a sense of recoil and sometimes 
disgust.
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This feeling of recoil became a familiar part of my interactions with Mary. 
During our sessions Mary might become increasingly distracted by her arms, 
scratching, picking at her skin or simply staring at the scars. I would recoil and 
feel annoyed, as though I had to compete with Mary’s arms for her attention. 
Working with Mary seemed to continually divide my relationship with her as a 
person into a second relationship with her body. Although Mary and I discussed 
her self harm, my relationship was of a primarily supportive and practical nature, 
rather than therapeutic, and we never discussed the possible role her scars 
played in our interaction. And looking back I ’m not sure Td have known how to do 
this. However, I did begin to look into the literature. This is fairly typical of me as a 
practitioner, as I often feel myself going in two directions at once - empathically 
towards the client and intellectually towards articles to help me understand 
further. I found an article on self-harm from a Merleau-Pontian perspective, but 
this seemed to give too much weight to self-harm as a kind of proto-language, 
rather than simply as a sensation (McLane, 1996). Part of writing this review was 
to try and fill this gap, through referring to Ferrari and corporeality, for example.
If I were to imagine meeting Mary again, but this time in the therapeutic 
setting, I hope that I might be able draw on my responses to her body in a way 
which might allow more of an empathie understanding of her world and what it is 
like to inhabit such a body. In other words, I hope I could bring body and client 
closer together in my own relating. Thinking back, Mary highlighted what is 
sometimes the split between my body and mind - how it is important for me to try 
and strike a balance between a compassionate and a thoughtful, reflective 
relationship with my clients. Sometimes my thoughts can get ahead of me and in 
a way leave my body behind. This is a part of me which I celebrate, and have felt 
able to make full use of in writing this report. However, Tm increasingly realising 
that in the consulting room too much thinking can get in the way of simply being 
open to and listening to the client.
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Appendix A
Many references were gained from bibliographies of key authors (i.e. Schore, 
2003a) whose work spanned the differing fields of interest to this review. 
Electronic searches were conducted using Science Direct (S) and PsyclNFO (P). 
Author searches were conducted for key authors referred to in the text (e.g. A. 
Meltzoff). Examples of key word searches are as follows: Self-harm (S: 551; P: 
1066), Trauma AND self-harm (S: 20; P: 20), Trauma AND BPD (S: 26; P: 97), 
Trauma AND alexithymia (S: 12; P: 66), Self-harm AND alexithymia (S: 0; P: 1), 
BPD AND alexithymia (S: 1; P: 6), affective AND mentalization (S: 1; P: 1), 
embodied AND empathy (S: 9; P: 2), Merleau-Ponty AND psychotherapy (S: 3; P: 
25)
The most fruitful word searches were Merleau-Ponty AND Development (S: 10; 
P: 24), Somatic AND countertransference (S: 1; P: 51) and mentalization AND 
trauma (S: 1; P: 24) (reproduced overleaf). These revealed key perspectives and 
authors in the field which fundamentally shaped the review itself (e.g. Gallagher & 
Meltzoff, 1996; Fonagy et al, 2004; Ross, 2000), and the need for future research 
in the area of somatic countertransference.
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Appendix B
Journal Contributor Guidelines 
Submitting a paper to Theory & Psychology
The journal was chosen because of its emphasis on publishing articles which 
have a theoretically informed approach to psychology.
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Abstract
Although embodiment is increasingly emphasised in psychotherapeutic practice, little 
empirical consideration has been given to how therapists experience their body within 
the setting. This article presents findings from a qualitative study with six therapists. 
Interview transcripts were subjected to interpretative phenomenological analysis. 
Resultant themes focused on ‘a sense of connection to the body’; ‘the body in relation to 
the client’; and ‘the reciprocal impact of client and therapist’s body’. The study may be 
seen as expanding the knowledge base on the role of embodiment within the therapeutic 
setting, and specifically the therapist’s experience of their own body within the setting.
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Introduction
In recent years psychotherapy has increasingly drawn on infant studies, cognitive 
science and neurobiology to emphasise the role of affects and the lived body in 
client presentation and treatment response (Beebe & Lachman, 2002; Diamond, 
2001; Ogden, Minton & Pain, 2006; Schore, 2003; Stern, 1985; Stern et al, 1998). 
A recent review of the literature found that at a time when increasing attention is 
being given to embodiment, very little theoretical and empirical consideration has 
been given to how therapist’s experience their own body within the setting 
(Rumble, 2007). This report aims to increase the knowledge base of this little 
explored area through a qualitative study of therapist’s experience of 
embodiment.
The Presenting Body
Most psychotherapeutic writing on the body makes reference to Freud’s (1923) 
hypothesis that the ego is initially derived from physical sensations (Dosamantes- 
Beaudry, 1997). The ‘body-ego’ has been developed by Reich (1949) into a ‘body 
psychotherapy’ emphasising energetic aspects of character formation (Wahl,
2003), and by Winnicott (1965) and others, who posit self-formation as based on 
an experience of the skin (Anzieu, 1989; Bick, 1968; Ogden, 1989; Tustin, 1984). 
More recently psychotherapeutic theory has paralleled developments in cognitive 
and neuroscience by hypothesising stable bodily experience as a precursor for 
mentalisation of affect and symbol use (Bucci, 2008; Damasio, 1995; Ferrari, 
2004; Fonagy & Target, 2007; Green, 1999; Krueger, 1989; McDougal, 1989; 
Varela, Thomson & Rosch, 1993). It has been proposed that the stability of early 
bodily experience depends on the affective attunement of infant and care giver, 
with intrusive or neglectful care linked to pathological body use, deregulated 
affects and symbolic deficits (Ferrari, 2004; Fonagy & Target, 1995; Krueger, 
1989; Krystal, 1997). In support of this hypothesis empirical studies link 
prolonged relational trauma to cognitive and symbolic deficits in infants (Cicchetti
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& Beeghly, 1987; Murray, 1992, 1996), and adult presentations characterised by 
difficulty mentalising affects which have become lodged in the body as 
overwhelming sensations (Krystal, 1978, Ogden et al, 2006; Schore, 2003; van 
der Kolk, 1994).
Psychotherapy and the Therapist’s Body
Clinicians combining infant studies and neurobiology with a relational 
psychotherapeutic approach, increasingly emphasise the importance of attending 
to affective and bodily attunement in the ongoing co-construction of the 
therapeutic relationship, and as a means to co-regulate arousal with clients who 
may have experienced early relational trauma (Aron, 1998; Beebe & Lachman, 
2002; Ogden, Minton & Pain, 2006; Schore, 2003; Stern et al, 1998; Stolorow & 
Atwood, 1996; Tronick, 1998). Attending to the affective and embodied co­
ordination of the dyad arguably requires that the therapist develops a 
perspicacious awareness of their own embodiment (Aron, 1998; Rumble, 2007). 
Much of the initial literature on therapist embodiment was written by clinicians 
who, drawing on case studies, reported physical reactions, such as tiredness or 
hunger. These were explained intrapsychically as somatic variations of the 
countertransference prompted by sub-verbal forms of communication, such as 
projective identification (Field, 1989; Matthew, 1998; McDougal, 1993; Ross, 
2000; Samuels, 1985; Stone, 2000). More recently, and drawing on the work of 
Merleau-Ponty, for example, clinicians have theorised the therapist’s body as a 
relational subjectivity in its own right, rather than as simply a primitive strata of 
mind (Diamond, 2001; Gendlin, 1982; Orbach, 2004; Rumble, 2007; Shaw, 2003,
2004). This more relational aspect of the body is also being reflected within the 
branch of therapy which specifically identifies itself as body psychotherapy 
(Totten, 2005), and the impact of the therapist’s body on the client has also been 
explored with respect to trauma and eating disorders, for example (Forester, 
2007; Lowell & Meader, 2005; Orbach, 1995; Petrucelli, 2006).
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Aside from reflections on the therapist’s body based on case studies, a small 
more systematic research literature also exists. Observational studies suggest 
the co-ordination of therapist and client’s body maintains the therapeutic alliance 
and facilitates listening and rapport (Barroso & Freedman, 1992; Davis & Hadiks, 
1994; Freedman, Barroso, Bucci & Grand, 1978; de-Roten, Darwish, Stern, 
Fivaz-Depeursinge & Corboz-warnery, 1999). Using self-report measures, 
therapists have also been shown to represent clients between sessions through 
drawing on an embodied awareness, rather than linguistic representations 
(Geller, Lehman & Farber, 2002). Qualitative research undertaken by Shaw 
(2004) provided a valuable grounded theory of therapist embodiment, which 
suggests that therapists experience the body as a receiver, a source of empathy 
and as a source of management. Overall the small research literature suggests 
the need for a detailed, systematic description of how therapists experience their 
own body within the setting, and, in particular, how the body comes to be 
experienced as something of therapeutic significance. This might then serve as a 
resource for treatment models which prioritise the role of embodiment. The 
current study aims to provide a phenomenology of therapist embodiment through 
a qualitative examination of accounts provided by clinicians.
Method
Design
The research is qualitative in design. Six therapists attended semi-structured 
interviews about their experience of the body within the setting and transcripts 
were analysed using interpretative phenomenological analysis (IPA) (Smith & 
Eatough, 2006; Smith & Osborn, 2003). I PA was chosen because it provides an 
idiographic analysis of participants’ lived experience, and has already been used 
effectively in health studies on the body (Osborn & Smith, 2006).
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Participants
Attempts were made to recruit clinicians practicing psychotherapy with at least 
two years post qualification experience, who viewed their own body as a 
significant aspect of therapeutic work. Participants were recruited through 
emailing members of the United Kingdom Council for Psychotherapy, The British 
Association of Counselling and Psychotherapy and the British Psychological 
Society. Because the study is interested in how therapists broadly make sense of 
their own body (rather than the body as a specific therapeutic approach), emails 
were sent to therapists across a range of approaches, rather than to clinicians 
identifying themselves as ‘body psychotherapists’. University ethical approval 
was obtained for the study (Appendix A). Interested parties were provided with an 
information sheet (Appendix B), and informed consent was obtained prior to 
interview (Appendix C). Six participants were recruited and interviewed. The 
sample size is considered normative for I PA, which emphasises a detailed 
analysis of each case (Smith & Eatough, 2003). Participants’ age, gender, 
ethnicity, year qualified and therapeutic approach are listed in Table 1 (p. 145). 
Participants’ mean age was 57.6 (Range 49-63; SD 6.12). As recommended by 
Smith and Osborn (2003), participants represent a reasonably homogenous and 
purposive sample in that all interviewees were therapists who regarded bodily 
experience as a significant aspect of their therapeutic work.
Procedure
The data were collected using semi-structured interviews conducted in 
participants’ place of work. Interviewees were asked to speak broadly about what 
the body means to them as therapists, and experiences in therapy in which they 
had become particularly aware of their own body. The interview was semi­
structured in that a schedule was followed, but interviewees were also 
encouraged to explore in detail what was significant for them about the body, and 
were probed on important individual topics which arose (Appendix D). Interviews
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lasted approximately 1 hour and were audio-recorded and transcribed verbatim. 
I PA recognises that the analysis of participants’ lived experience involves a 
process of interpretation by the researcher (Smith & Osborn, 2003). Care was 
therefore taken for the researcher to be aware of his own interpretative position 
as a trainee counselling psychologist with an existing interest in the body.
The data analysis followed Smith & Osborn’s (2003) four stage process. Case 
one was repeatedly read and notes made on significant phrases, processes and 
initial interpretations. Initial notes were then translated into emergent themes at 
one higher level of abstraction. Themes were then interrogated for connections 
between them and a table of super-ordinate and nested sub-ordinate themes was 
produced. Each theme was supported by a brief extract from the account. This 
process was then repeated for each case. Patterns were then interrogated across 
case tables to produce a master table of themes for the group. Links between 
themes and the data set were again checked at this stage. The coherence and 
grounding of themes in the data set were also checked externally by a third party. 
The master table was then transformed into a coherent narrative account.
One suggested criteria for evaluating I PA research is ‘grounding in 
examples’, providing sufficient data from participant accounts so that the reader 
can evaluate the persuasiveness of the researcher’s interpretation (Elliot, 
Fischer, & Rennie, 1999). Interpretations throughout the analysis are therefore 
illustrated by extracts from the data set. Empty brackets indicate where material 
has been omitted. Clarificatory information appears within square brackets. 
Pseudonyms have been used to indicate the sources of quotations.
Analysis
Analysis of the data revealed three supra-modal themes: ‘A sense of connection 
with the body’, ‘a body experienced in relation to the client’, and ‘a reciprocal 
impact of therapist and client’s body’. Each theme also included several sub­
themes.
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A Sense of Connection with the Body
Participants described a sense of connection to the body experienced in terms of 
three sub-themes: ‘an attunement with the body, ‘a body-self and ‘health and 
well being’.
An attunement with the body: All participants described a basic awareness of 
the body.
I’ve always been somebody with a bodily awareness and preoccupation [ ] a 
basic orientation towards my body. (Robert)
I’m quite in tune with my body. (Jane)
The above extracts highlight an experience which will slowly be elaborated 
throughout the following analysis, namely that participants’ awareness of the 
body was experienced as a kind of orientating towards or tuning into the body.
A body self Participants described the body in connection with their sense of 
self.
I think of my body as a container for the self. So I think of the body and the self or 
the body and the soul as very interrelated. (Marie).
My body is me and I’m more than my body. (Brenda)
The physical body is one element of your life force, your living you. (Mark)
Self is the container which includes the body and transcends the body. The body 
is one part of the whole experience of being and relating. (Patricia)
Participants appear to experience the body as a kind of possession which is 
intimately connected to self. Similarly, other participants emphasised that the 
body is an intrinsic part of who they are, but also that they experience themselves 
as ‘more than’ just their body. The ‘more than’ seems to relate to a more spiritual
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sense of self, ‘life force’ or ‘soul’, for example. Together these extracts suggest 
that participants’ sense of connection to their own body is located in relation to 
their overall sense of personal identity.
Health and well being: Several participants described a sense of connection 
to the body experienced in terms of well being, referring to the importance for 
them of activities, such as walking outdoors and swimming. Most participants 
also elaborated on a sense of connection to the body in relation to health.
I listen to my body, for example if I’m not feeling well, I’ll listen quite closely 
outside of the consulting room [ ] that’s how I tune in, it’s to do with health [ ] if I’m 
getting headaches regularly I’ll think ‘ok what’s going on here?’; it’s almost like a 
signal to me [ ] something is going on in my body and it’s trying to tell me 
something, and I’ll think ok what do I need to do about this. (Jane)
Jane experiences her body as a “signal” to be listened to. Similarly, Brenda 
described an episode of cancer as “a message to me that something had to 
change”. These accounts elaborate on the sense of attunement described earlier, 
and suggest participants have an active living relationship with the body 
experienced as something which needs to be listened to. Most participants also 
emphasised that ‘listening’ to their body’s physical health was an ongoing aspect 
relating to self-care and fitness to practice therapeutically. This aspect of 
participants’ sense making is interestingly illustrated by Marie, who described 
having multiple scleroses as follows.
At times when I feel vulnerable in my body, if I’m having difficulty with my walking 
from time to time, I do feel more receptive. But if I am having difficulty in my life I 
do have to check if I’m fit to practice. But actually I sometimes think I’ve done my 
best work at those times because I feel like I’m more open. I have to watch the 
edges of that openness, but I think that’s true in relation to my ms as well as in 
relation to my emotional life, so I think there is a receptivity around ms which 
means you have to look at how you look after yourself carefully.
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Marie senses her physical vulnerability as a therapeutically relevant experience 
of being more receptive or open to the client, and acknowledges a need to watch 
the “edge” of this openness with respect to her own self-care and fitness to 
practice. Marie’s account again suggests a careful listening to the body, and 
introduces the idea that this listening might be experienced as a way of receiving 
the client.
A Body Experienced in Relation to the Client
Asked what the body meant to them during therapy, all participants appeared to 
make sense of bodily experiences in relation to the client. Four sub-themes 
emerged: ‘the body as receiver’, ‘an empathie resource’, ‘a variety of physical 
responses’ and ‘a careful weighing of the body’.
The body as receiver. As in previous studies (Field, 1989; Ross, 2000; Shaw, 
2003, 2004; Stone, 2006) all participants described the body as a kind of receiver 
for the client.
The therapist’s body is very much like a tuning fork in a sense. You have your 
own vibration or resonance which is then interfered with by the field of your client. 
(Mark)
A mystic would call it the aura but I would just say it’s an energy field [ ] and it 
resonates with what the client’s feeling [ ] it’s not a subject or an object, it’s an 
engagement [ ] like two bodies which have blended. (Brenda)
I always think of it in physical terms. What is the world which is being presented 
to me [ ] and what are they doing almost kinaesthetically, in terms of pushing or 
pulling [ ] it’s a technical phrase I know, but I feel it very powerfully, the ‘contact 
barrier’, somebody pushing and pulling and what that is like between us, a 
membrane if you like, and whether that is being broken down or not. (Robert)
The extracts illustrate that participants experience the body as a kind of physical 
movement or “vibration”, and that this movement is experienced in relation to the
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client as a “resonance”, which tells the participant something about the client, 
something about their “world”, “feeling” or “field”. The extracts also suggest that 
participants make sense of the dynamic nature of their experiences by drawing 
on their respective theoretical backgrounds. For example, Robert emphasises the 
power for him of the Freudian concept of the ‘contact barrier’, which brings alive 
his experience of the therapeutic setting as a membrane which is pushed and 
pulled against by the client. Robert’s sense of his body as a membrane 
connecting him to the client echo’s Brenda’s ‘blending’ of bodies, and suggests 
that the experience of body as a receiver is akin to a sharing of bodies.
An empathie resource: Participants experienced their bodily receptivity as a 
source of connecting with the client.
It certainly informs the way I try to attune to someone and place my intervention, 
and see what they are made of. (Robert)
I begin to a get a sense that we are engaged. It won’t be there if the client is just 
chatting about something [ ] it resonates to what the client’s feeling [ ] and it 
functions to connect me more closely to the client. (Brenda)
The extracts illustrate the bodily connection to the client is experienced as a 
connection to the “client’s feeling”, to “what they are made of. As in previous 
studies, this suggests the bodily reception of the client is an empathie resource, 
which provides a sense of what it is like to be the client (Shaw, 2003, 2004). 
Brenda’s account also highlights that participants experienced their bodily 
connection to the client as somehow deeper than that established through 
thoughts or words, for example. This perspective is vividly illustrated by Marie’s 
account.
Marie: I might comment on somebody’s breathing, when if I’ve been trying to 
mirror their breathing to see what it’s like to breath in that way.
Interviewer: Could you say a bit about what it’s like to use your body in that way?
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Marie: Well if I was to notice you were frozen, I’d try to imagine your embodiment 
of yourself and experience that in my body.
Interviewer: What’s that like?
Marie: Pretty horrible sometimes. You experience in a very amplified way the 
client’s discomfort in a way which for me is more focused and deeper than 
simply thinking and then saying ‘you seem uncomfortable’. You’re trying to 
experience how it is to be somebody in their body. Some people might relate 
that to advanced empathy or a body psychotherapy approach, but for me that 
feels like deeper work.
Marie experiences her own body as providing a deeper, but also potentially 
upsetting connection with the client. It seems that the depth and disturbance of 
this connection specifically relates to an experience of the client’s body, rather 
than the client’s thoughts or feelings, for example. Several participants also 
described having a sense of their client’s body, particularly when working with 
clients with a history of trauma. This is illustrated well by Brenda.
Sometimes you get clients who are not really in their bodies, and that’s a whole 
different feeling; it’s almost like a fracture, like here’s a body [Brenda gestures 
towards her own body] but the person is out there [gestures slightly away from 
the body] and it often happens with people who have been badly abused.
Brenda vividly experiences a sense of fracture, which relates not just to a sense 
of her client’s body, but the degree to which her client inhabits that body. These 
extracts suggest that tuning into a bodily receptivity provides an amplified sense 
of clients’ distress by offering an intimation of what it is like to be in the client’s 
body. The extracts also elaborate on the experience of blending referred to 
earlier, and suggest that what is powerful, but potentially disturbing, about this 
bodily reception is experiencing another’s embodiment from within your own 
body.
A variety of physical responses: As in previous studies (Field, 1989; Ross, 
2000; Shaw, 2003, 2004), participants reported a diverse range of bodily 
experiences.
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And I’m aware of the temperature of my body, changes in tension, goose 
pimples, a gnawing feeling in my stomach, that I’m breathing shallowly, that I’ve 
shifted position to mirror someone, that I feel cold or clammy at the same time. All 
of those responses I think about very carefully. (Patricia)
Patricia’s extract illustrates someone who is closely following changes within her 
body’s demeanour. While all participants shared this sensitivity to physical 
change, participants differed in their familiarity with and expectation of the type of 
response they might experience.
Perhaps an example I can give you which I call on a lot is I start to itch. That 
happens to me quite a lot [ ]  so I use it as a signal. (Jane)
I don’t think I locate it in a particular sense. Sometimes it’s in the solar plexus, 
sometimes it’s in the sole of my foot, sometimes it’s a wish to kick, sometimes it’s 
a headache [ ]  I try to stay open to a whole range of sensations. (Robert)
It’s not just posture it’s your physicality. I’ve had physical sensations; like for 
example my hands are feeling clammy or suddenly I might feel chilly [ ] so it’s a 
whole range of sensations that might occur and I choose to use them or not. 
(Mark)
Jane’s experience of itching is expected and so automatically viewed as a 
“signal”, while Robert and Mark emphasise being open to sensations in general. 
Reading these extracts in conjunction with the previous sub-theme, it appears 
that the ‘body as receiver’ relates to participants’ sense making of their body as a 
whole. This overall sense of the body as a receiver seems to relate to a 
heightened awareness of discrete physical changes or sensations, which are 
then considered as potentially of therapeutic significance. For example, re­
reading Patricia’s extract, there’s an element of drama to her description; a sense 
that these changes may be portentous, and that they require thought. Most 
participants also reported physical responses experienced as surprising, 
upsetting and even painful.
I had an instance before this particular client was coming, a most uncanny 
experience of feeling really really anxious. I enjoyed working with this client but 
on this particular day my stomach was tied up in knots; I was struggling to catch
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my breath, and I had to think to myself, ‘what on earth is going on here?’, ‘what is 
the matter with me?’ The client came into the room and she wanted to tell me she 
was angry with me about something and as soon as she verbalised it it went. 
(Jane)
The extract highlights the degree to which Jane’s sense of attunement with her 
body is disturbed as she struggles to catch her breath, and illustrates Jane’s 
process of sense making as she wonders if there is something wrong with her, 
before explaining her body’s response in relation to her client. The extract also 
suggests that the experience of bodily attunement both allows changes to be 
noticed, and increases the possibility of being disturbed or upset by a dramatic 
physical change.
A careful weighing of the body: Jane’s self-questioning (‘what on earth is 
going on here?’) is indicative of a clear awareness and checking of bodily 
responses revealed across participant accounts.
I am in a receptive place in my head and in my body. For me it’s a fairly thought 
through embodied process. I’m checking how I am and how I am in my body 
today [ ] I think my awareness of where I am helps me to be aware of what’s mine 
[ ] where am I and where’s my body? (Marie)
I would sit with it for a while because an itch can just be an itch, something could 
have irritated my skin. I might notice it the first time and then keep a check on 
when it’s happening. (Jane)
If I’ve noticed I’m fidgeting [ ] I’d sit with it and see if anything emerges. I can think 
about it and perhaps interpret it, but I prefer to sit with it for a while and see what 
happens; see if it changes into something else or whether it goes away, or 
whether it becomes something which is so in the room it needs to be interpreted [ 
] if I notice there is nothing going on in my body I can’t explain, then I will think 
there is something of mine going on rather than the client’s. (Patricia)
Marie’s description of preparing for a session highlights how participants 
experience their bodily receptivity as a carefully thought through process. Marie’s 
preparation is experienced as a mental and physical locating of herself, 
highlighted by the phrase, “where am I and where is my body?”. This suggests
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that Marie’s openness to her client begins from her ability to locate herself within 
her own body and know ‘what’s mine’. Jane and Patricia’s extracts illustrate an 
initial disturbance in this bodily equilibrium as an itch or fidgetiness is noticed and 
checked on over time. The experience of checking appears to be a weighing up 
of the therapeutic significance of the sensation, as its meaning changes from 
something potentially significant but possibly nothing, to something experienced 
as “in the room”, and so as relevant to the therapeutic interaction. The 
sensation’s therapeutic significance seems to emerge through the participant’s 
relative ability to experience the sensation as originating within or as somehow 
belonging to the participant’s own body. For example, Patricia states that, “if 
there is nothing going on in my own body I can’t explain”, then she experiences 
the sensation as something to do with her, rather than as possibly relating to the 
client.
Extracts suggest that the question ‘where is my body?’ is an ongoing aspect 
of how participants experience the body as a receiver. Participants appear to 
begin from a felt sense of locatedness in their own body, which is disrupted and 
then attended to. The disruptions therapeutic significance then depends on the 
participant’s relative ability to return to this experience of locatedness in the body. 
If the disruption persists and cannot be located in a body which is wholly 
experienced as ‘my body’, then it is considered in relation to the client.
This process of checking and waiting was reflected across accounts and 
made up an important aspect of how participants experienced the ‘placing’ of a 
body based intervention. Although some participants stressed that the experience 
of waiting and reflecting on a bodily response was not intrinsically different to 
consideration of emotional or cognitive responses to clients, most participants 
emphasised taking particular care in thinking about body based interventions.
Before you get a sense or an emotion you get a physical discomfort. (Mark)
Emotions start in the body. You can feel them long before they make sense.
(Robert)
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It [i.e. the body] seems to register the strength of feeling that’s there which the 
client might not yet be expressing. (Brenda)
I think if you bring the body into that you’re letting yourself resonate more fully 
with someone [ ] and I think the client feels understood more. But for some 
people that might be intrusive and that’s the edge for me [ ] I think I’m very careful 
on lots of levels with my intrusion. So there is something about being very gentle 
about pacing. Very much trying to pace the work according to what seems 
appropriate [ ] the whole meaning of bodily intrusion for clients is colossal. (Marie)
The extracts illustrate how many participants experienced bodily responses as 
possibly relating to a feeling the client had yet to put into words. For example, 
Marie’s extract conveys the connection she experienced between resonating to 
the client “more fully” through her body, and the possibility of intruding on the 
client by putting this experience into words - an experience shared by many 
participants. Participants appear to experience themselves as possessing 
information which the client might not yet be aware of, and which, if shared, might 
be experienced as upsetting. Marie’s comments on intrusion were made in the 
context of a client with a history of sexual abuse and, as discussed earlier, 
participant’s sense making of their bodily response was often done in relation to 
clients with a history of trauma. Marie’s account illustrates both the heightened 
sense of care she experiences in relation to a body based intervention with a 
traumatised client, but also how her bodily reception is experienced as a powerful 
empathie resource with which to guide her interventions.
The Reciprocal Impact of Therapist and Client’s Body
Most participants described an awareness of the impact their own body might 
have on the client, and also the effect the client’s body might have on the 
participant’s body. Four sub-themes were identified: ‘A heightened awareness of 
the body in comparison to the client’s, ‘body awareness as empathy’, ‘managing 
the body on display’ and ‘the body between sessions’.
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A heightened awareness of the body in comparison to the ciient’s: This 
experience is captured well by Marie’s account.
I’m fairly aware I’m a big woman, and sometimes that’s helpful for people and 
lends to being a fairly containing presence for them, and at the same time for 
some people that may be more difficult. So I’m quite conscious of the impact I, 
including my body, may have on the work. I might speak of that more readily with 
women with eating problems [ ] I suppose I am more aware of my body or it is 
more obvious to me when there is some kind of identification or contrast, like with 
my anorexic clients. So I name the bodies in the room. Because for me for that 
not to be named is a bit like the elephant in the room; there will be something 
unnamed between us because they have come to speak of their body. So it 
would be quite wrong not to work with all of me because of the possible influence 
of my body on the work.
Marie’s use of the word “impact” to describe her body gives a powerful sense of 
how she experiences herself as a “big woman” within the therapeutic setting in 
terms of the possible effect of her body on the client. The extract also illustrates 
that Marie’s sense of her size and her body’s impact changes according to the 
experienced contrast between her client’s body and her own. This comparing of 
bodies, experiencing the body as somehow different (i.e. bigger or smaller) 
depending on the client’s body was reflected in several accounts. Jane spoke of 
an increased awareness of her body as aging while working with a menopausal 
client (“I’m coming to that time in my life [ ] and the thought occurred to me, how 
would I manage that if that starts to happen to me?”). Patricia spoke of being 
“uncomfortably aware of being a woman” working with an overtly sexual male 
client. Mark spoke of his body seeming bigger or smaller depending on the 
“power relationships” in the room.
Marie’s emphasis on “working with all of me”, naming and somehow bringing 
her body into the room, highlights her sense of the body as something which 
might impact on the client, but also the idea discussed earlier that participants 
experienced their bodies as connected to and part of their sense of self. Although 
Marie does not put it in these terms, not to directly draw attention to her body with 
an anorexic client, for example, might be experienced as leaving an important 
aspect of herself outside of the therapeutic relationship.
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Body awareness as empathy: Marie’s heightened awareness of her body is 
also experienced as a source of what can be interpreted as empathy, an 
experience shared by several participants.
With the anorexic clients I see I’m aware of contrast. Or with the breast cancer 
clients I see I’m aware of being another woman. I’m aware that most of the 
women I see have had mastectomies. I’m not in that position, so I’m aware that 
for them I’m a woman with two breasts, but also that I am another woman [ ] able 
to talk about what matters to women. (Marie)
Marie experiences herself as different to clients who have undergone a 
mastectomy. However, she also experiences her body as that of “another 
woman”, able to have a conversation about what “matters to women”. Similarly 
Patricia described her own body as a way of relating to the client. For example, 
her experience of a serious physical illness later became a way of understanding 
clients who might be experiencing vulnerability in their body. Marie’s extract also 
highlights that an important aspect of her experience of empathy lies in an 
awareness of her body’s impact on the client. Marie’s awareness of her own body 
is an awareness of what it might be like to be another woman in the presence of 
her body; what it might be like to be in the presence of another woman when you 
have undergone a mastectomy.
Managing the body on display: Marie’s sense of her body’s impact also 
related to a felt need to manage her body’s appearance, an experience shared by 
several participants.
If clients are losing their hair, I’m aware my hair is probably quite a nice feature 
that I have. So if a client comes wrapped up in a scarf or wearing a wig. I do 
sometimes fiddle with my hair, so I would try to not to do that because I wouldn’t 
want to be interpreted as flaunting it. I tend to do that when I’m thoughtful, so I 
tend to actively hold onto my hand. (Marie)'
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Describing an increased awareness of her hair working with clients who have 
undergone chemotherapy, Marie refers to “actively” holding onto her hands 
because “I wouldn’t want to be interpreted as flaunting it”. Thinking ahead to the 
possibility of experiencing menopausal flushes in the therapeutic setting, Jane 
imagined that “If I was to sit there and go bright red and start sweating a lot of 
clients might take that as being about them”. Similarly, in describing her 
experience of working as a therapist while pregnant, Patricia refers to “times I 
was conscious of not wanting to hug my bump, or appear to be showing off, 
because that might tap into something painful for them”. The extracts illustrate 
that the experienced need to manage the body relates to a sense that aspects of 
participants’ physical appearance might be misinterpreted by the client. This 
suggests that simple and seemingly self-comforting bodily habits, such as playing 
with hair, which outside the setting might be carried out unthinkingly, were 
experienced within the setting as potentially meaningful gestures which may be 
misconstrued by the client. It also seems that the significance of misconstrue! 
relates to the possibility of being perceived in a way experienced as incongruous 
with the participant’s sense of self as a therapist (i.e. as someone who might 
flaunt them self, or show off in a way which might upset their client).
These extracts suggest that an intimate connection was again experienced 
between the participant’s body and their sense of self. And, connected to this 
point, participants’ awareness and management of what their bodies might mean 
implies an experience of being observed. An insight into this experience is 
provided by Robert, who spoke of his preference for sitting out of sight of his 
clients behind the couch: “I find I have more room for my associations with the 
couch. I find there’s more privacy, you’re not so on display and I can notice my 
reactions and associations more freely without the self-consciousness of being 
watched”. It appears that it is this sense of being ‘on display’ which relates to the 
experienced need to manage even small gestures.
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The impact of the client’s body between sessions: As in previous studies 
(Geller, Lehman & Farber, 2002; Shaw, 2003), several participants remarked on 
a continued bodily sense of the client between sessions.
I’m interested in how my body responds once someone has left the room. If I sit 
here and feel tired or drained or I feel elated and want to go and chat with 
somebody. It’s a clue to what’s going on in the session. (Patricia)
She was on my mind this morning as I got dressed. I was going back in my mind 
imagining what it’s like for her to get dressed. Still in body contrast mode I 
suppose, but also thinking what these women put themselves through. (Marie)
Patricia checks in with her body immediately after her client physically leaves the 
room. She appears to experience her body's ‘response’ as a kind of receiver, 
sensing her level of energy, her wish to move or sit still, as a “clue” to what is 
happening in the therapeutic relationship. Marie’s client continues to be “on her 
mind” while she gets dressed, something she connects to “body contrast mode”. 
Continuing the discussion begun earlier, it appears that the heightened sense of 
her body’s difference from and also similarity to her client’s relates to Marie 
continuing to have a bodily sense of her client outside of the session. The extract 
also illustrates that this continued sense is an empathie experience, as the act of 
getting dressed becomes an imagining of what it might be like to be her client.
Some participants also described the importance of experiencing a bodily 
separation from the client between sessions.
I never do back to back sessions. I always have half an hour between sessions 
because it doesn’t stop. If you’ve been with someone for an hour and its been 
quite intense your own body needs time to let go of that experience, to clear 
yourself, so you don’t contaminate the next session with what you are carrying 
over from the first. (Mark)
I need to move around [ ] I quite welcome hanging out the washing. Something 
utterly distracting that’s physical [ ] I think of it as a healthy sense of being able to 
dissociate [ ] a forgetting for the moment. Because unless you can leave the work 
at home at the end of the day you can be no good to the clients. (Robert)
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Mark’s body needs time to “let go” between sessions, an experience which he 
refers to as a “clearing” of himself, in mind and body as it were, in preparation for 
the next session. It is in relation to this need to allow time for the client to leave 
his body that Mark experiences the idea of a “back to back” session in a very 
physical way, almost as a contamination of bodies. Robert also experiences the 
time between sessions as a separating from the client through the body. Whilst 
elsewhere in his account Robert emphasises the “restful” experience of sitting still 
with a client, the client’s departure is experienced as a “need to move around”. 
Everyday physical activities take on an apparently therapeutic significance in that 
they are experienced as a kind of “forgetting for the moment” or a “healthy 
dissociation” from the client, which Robert associates with his own well being and 
ability to function as a therapist. Read together these extracts suggest that some 
participants experienced a complicated process of both remembering and 
temporarily forgetting the client through their own body, which relates both to 
clinical consideration of the client and participants’ consideration of their own well 
being.
Discussion
As a qualitative account this study doesn’t aim to provide generalisable results, 
but an in depth description of participants’ phenomenological experience. The 
study extends the existing literature on therapist embodiment by providing an in 
depth description of three key themes to the therapist’s bodily experience within 
the setting. These themes suggest that clinicians who draw on a bodily 
awareness in therapy experience their body as a means of understanding and 
empathising with the client. The obvious limitation of the study is that the client’s 
perspective is missing. How does someone experiencing a disconnection from 
their own body, for example, experience the therapist’s body and its apparent 
receptiveness? Further research is therefore required if a rapprochement of 
perspectives is to be approached and made therapeutic use of.
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Themes will now be discussed in relation to the extant literature. ‘A sense of 
connection with the body’ reflects Harré’s (1991) description of the body as a 
possession which is intimately related to personhood. The study found that the 
body plays an important role in participants’ therapeutic work and sense of 
identity as therapists, regardless of training background. Previous studies reveal 
the body as a ‘procedural’ knowledge, which is largely forgotten about unless it 
breaks into awareness through illness, for example (Merleau-Ponty, 1962; Murray 
& Harrison, 2004; Osborn & Smith, 2006; Williams, 2000). This study reveals a 
foregrounding rather than a forgetting of the body, which might relate to a being- 
in-the-world which is specific to therapists (Shaw, 2004). Therapeutic training 
heightens the therapist’s awareness of their emotional and reflective processing. 
It appears that a similar process happens to therapists who draw on a sense of 
their own body. Given that most participants’ training did not make specific 
reference to the body, further research is arguably required into the evolution of 
body awareness, and, in particular, the specificity of body awareness compared 
to other therapeutic registers. For example, the analysis revealed a subjective 
experience of the body as a receiver for the client, but also a more objectifying 
experience of the body as seen by the client. This experience of being seen 
appears to be specific to the body as a therapeutic resource, compared to the 
more introspective experience of emotion or cognition, for example.
The theme ‘a body experienced in relation to the client’ extends existing 
studies on therapist embodiment by providing a detailed description of how 
somatic experiences unfold within the therapeutic setting (Field, 1989; Matthew, 
1998; Ross, 2000; Samuels, 1985; Shaw; 2003, 2004; Stone, 2006). The study 
reveals that bodily disturbances are made sense of in terms of the idea of the 
body as a receiver. While previous studies suggest the experience of the body as 
a receiver is a predominantly passive one (Shaw, 2003), the current study 
reveals a complex process of sense making in which participants enter into an 
active dialogue with the body, carefully sifting somatic experiences as they arise. 
In particular, the study suggests that the therapeutic significance of a bodily
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disturbance is based on the clinician’s relative ability to experience a sense of 
locatedness in their body. If a sense of bodily disturbance continues it is only then 
that the body is considered as a receiver for something of therapeutic 
significance. Interestingly, studies suggest that repeated bodily disturbance can 
result in an alienation of self and body (Murray & Harrison, 2004; Osborn & 
Smith, 2006). What might be specific to therapist embodiment is that it is this 
lived sense of the body as a receiver, which allows repeated somatic disturbance 
to be incorporated into the participant’s sense of self as a therapist, and so made 
sense of in relation to the client, rather than disowned or ignored. Therapist 
embodiment might therefore lie in both an attuned locatedness in the body and 
an ability to tolerate ongoing periods of bodily dislocation.
The sub-theme of ‘an empathie resource’ extends observational research into 
body formation within the dyad by providing data on the subjective experience of 
embodied attunement (Davis & Hadiks, 1994; Freedman, Barroso, Bussi & 
Grand, 1978; de-Roten, Darwish, Stern, Fivaz-Depursinge & Corboz-Warnery, 
1999). Within the literature embodied attunement is posited as a procedural and 
largely unconscious component of the dyad (Stern et al, 1998). It is therefore of 
interest that some participants experienced their own body as a kind of signal as 
to how well they are engaged with the client. This suggests that therapists are 
able to bring this more implicit knowledge into reflective awareness and draw on 
it. In keeping with existing qualitative research (Shaw, 2003, 2004), all 
participants experienced changes in their own body, such as heart rate, as 
empathie clues into their client’s presentation. However, some participants also 
described an experience in which the body provided a direct sense of what it was 
like to be in the client’s body. This is a phenomenon which, based on the 
philosophy of Merleau-Ponty and recent neuroscience, for example, is being 
given increasing theoretical consideration within the literature (Diamond, 2001; 
Gallese, Keysers & Rizzolatti, 2004). The study suggests that this experience of 
‘blending’ bodies offers a powerful but potentially disturbing connection to the
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client, which provides important empathie clues to how the client experiences 
their own body.
The theme ‘the reciprocal impact of therapist and client’s body’ extends 
existing literature on the effect of the therapist’s body on the client (Lowell & 
Meader, 2005; Orbach, 2003; Petrucelli, 2008). A process of comparing bodies 
was revealed in which participants reported a heightened awareness of their own 
body, and a tendency to actively manage the body on display. The study 
therefore reveals a complex sub-plot to the embodied interaction reported in 
observational studies. For example, Freedmen et al (1978) posit self-touching as 
a ‘shielding’ experience which enhances therapeutic listening. The current study 
suggests heightened body awareness can result in a blocking of focusing habits, 
such as fiddling with hair, if they are viewed as open to misterpretation by the 
client.
The study also provides a phenomenology of bodily experience of relevance 
to the emerging literature on therapist self-care (Baker, 2003; Harris & 
Sinsheimer, 2008; Raphael-Leff, 2002; Shaw, 2003). While most participants 
described the body as an important source of well being outside of the setting, 
bodily experiences within the setting were often described as upsetting (though 
therapeutically powerful), particularly when working with clients with a history of 
trauma. Theoretical and empirical consideration of early trauma suggests 
experiences can become lodged in the body as overwhelming sensations, which 
may be ‘vicariously’ experienced by the therapist (Forester, 2007; Rothschild, 
2006; van der Kolk, 1994). Although participants did not make sense of their 
experiences using these terms, many of the bodily responses described, such as 
clammy hands and increased heart rate, were suggestive of the heightened 
autonomic arousal associated with a stress response. Although most participants 
emphasised taking care not to allow their own bodily experiences to intrude on 
the client, this was also mirrored by an awareness of the client’s intrusion into 
their own bodily experience. Significantly, some participants described a 
continued bodily sense of the client between sessions, and an experienced need
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to separate their own body from the client. This suggests that the body as a 
receiver plays an important role both inside and outside of the setting. 
Considering the body as something which receives the client allows therapists to 
make sense of bodily responses which might otherwise be found disturbing. The 
receiver then becomes something which needs to be cleared as a specifically 
bodily form of self-care. Although participants did not use this terminology, this 
suggests that a lived sense of the body as a receiver might play an important role 
in identifying and re-regulating client related arousal between sessions, and so 
keeping bodily stress levels within tolerable and non-traumatising limits.
Conclusion
An attunement with the body emerged as a significant aspect of participants’ 
sense of themselves as therapists. Disturbances of participants’ sense of 
locatedness in their body were carefully considered from the perspective of the 
body as a kind of receiver, experienced as a powerful and potentially disturbing 
source of empathie connection with the client. Participants also experienced a 
heightened awareness of their own body as seen from the perspective of the 
client. A bodily sense of the client often continued between sessions. This was 
experienced as both a way to remember the client, and as an incentive to 
temporarily forget the client, which was associated with a good practice and self 
care.
As a qualitative researcher I’m aware this has been ‘my’ analysis, the outcome of 
my own hermeneutical doubling of participants’ accounts. And if there is a 
singular theme which has emerged through this doubling, it is that participants 
listen to and think about clients against the background murmur of their own 
body. It is my hope that in reading the analysis the outline of at least one 
participant and their body might have made an impression on the reader. For me 
the ‘truth’ of the analysis lies in this ability to evoke the lives embedded within the
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accounts in a way which feels real to the reader. I’d intended to try and at least 
take responsibility for the shadow my own body might cast over the analysis. I 
had hoped to listen in on my own body’s murmurings, which are inevitably 
sedimented somewhere within the interpretative outlines of my participants and 
their bodies. This proved too ambitious and, in retrospect, I think also revealed 
something about my ego as a researcher, trying to make my own impression on 
the reader, and do more than is really required. Indeed, I think part of meeting the 
participants taught me something about humility, both as a researcher and a 
therapist, i often felt both humbled and in awe of their experience and knowledge 
as therapists and was always reluctant to leave.
Embodiment is a subject Tm fascinated by, a thing of substance but also 
mystery. For me the body is also about being alive, moving and relating. The 
paradox is that the opportunity to write about this subject for my year 1 literature 
review meant long hours cooped up in front of a computer. To get back out into 
the world and do some empirical research was therefore a welcomed and 
exhilarating experience. However, it wasn’t so much the topic but meeting the 
people, experiencing their hospitality and hearing their stories, which made this 
research into something really fulfilling. This was personally very gratifying and 
also taught me much as a therapist. For example, Robert spoke of the ‘push and 
pull’ of the relationship, which gave me a very physical sense of the impression 
clients can make on me, and how to trust in the sometimes obscure feelings 
which, if listened to, can reveal so much about the relationship and the client. 
Marie’s empathy, sensitivity and commitment to her clients and her passion for 
what therapy can achieve made a big impression on me, and only served to 
make me feel I have made the right choice in pursuing this training. Patricia’s 
congruence in discussing how she has felt intimidated and resentful of clients 
helped me to reflect on my own sometimes ambivalent feeling towards those I 
also want to help. I was also both moved and a little unnerved by the extent that 
clients in a way got inside and haunted participants’ bodies. This has helped me 
to think about how therapy isn’t ever something you just do and can make
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demands on our very being. I think I’m realising this more and more as I move 
through the second year, and this emphasises how in looking after clients I need 
to look after myself, make time for myself between sessions, for example. One of 
the surprising outcomes of this research is also that I’ve become much more 
aware of how clients might see me. I now ask myself the question ‘what can my 
client see?’ How welcoming am I being with my body? How might my body fit into 
my client’s history? This is a subject I hope to pursue further for my year three 
research.
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Table 1: Participants
Pseudonym Gender Age Ethnicity Year
qualified
Approach
Maria Female 51 White 1986 Integrative
Jane Female 49 White 2000 Humanistic
Robert Male 62 White 1981 Psychoanalytic
Brenda Female 63 White 1984 Transpersonal
Mark Male 62 White 1990 Body
Psychotherapy
Patricia Female 59 White 1993 Integrative
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Appendix A
Ethical approval letter from the Faculty of Arts and Human Sciences Ethics 
Committee, University of Surrey.
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Appendix B
Department of Psychology 
Faculty of Arts and Human Science 
University of Surrey 
Guildford, Surrey, GU2 7XH
Information Sheet
The study is part of the research component of my doctoral training as a 
counselling psychologist at the University of Surrey. The study aims to explore 
how therapists make sense of, draw on, and manage their sense of embodiment 
while in the therapeutic setting; this might range from a rumbling stomach 
experienced as an intrusion into the therapeutic dialogue, to sensations 
experienced as empathie or disturbing, and which seem to relate to or tell the 
therapist something about their client. The client’s body has been the subject of 
much research, particularly from the point of view of ‘borderline’ presentations, 
characterised by difficulties verbalising and reflecting on self. By contrast very 
little research exists on the therapist's relationship with their own body when 
working with clients. The value of the research will lie in an ability to provide 
insight into this little studied area.
The research is qualitative in design and uses interpretative 
phenomenological analysis, an approach which explores how participants make 
sense of their experiences. I’m collecting data for the study through semi­
structured interviews which will focus on the interviewee’s experience of their 
body during therapy. Interviews should last approximately one hour and can take 
place at your place of work or home if preferred. It is expected that participants 
will have had an experience relating to the body which has somehow impacted 
on their therapeutic work, and will be willing to talk about this in the interview. 
Prior to interview participants will read and sign a consent form which explains 
that participants can withdraw from the study at any time without having to give a
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reason, and that all information relating to participant identity is treated as 
confidential (all names will be given pseudonyms for the purposes of the study). It 
is expected that interviews will take place in January and February 08, and the 
project should be completed by July 08. On completion of the research project 
participants will be sent a summary of findings and information on any 
dissemination of the research. It is expected that the research will be submitted 
for publication in journal form.
Any complaint or concern about any aspect of the research protocol will be 
addressed. In the event of a complaint please contact Dr Draghi-Lorenz, the chief 
investigator on this project, on the above address.
Researcher: Ben Rumble, Department of Psychology, University of Surrey,
GU2 7XZ. Br00004@surrëv.ac.uk.
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Appendix C
Participant Consent Form
I the undersigned voluntarily agree to take part in the study: An interpretative phenomenological 
analysis of therapists’ embodiment.
I have read and understood the Information Sheet provided. I have been given a full explanation 
by the investigator of the nature, purpose, location and likely duration of the study, and of what I 
will be expected to do. I have also been advised about any discomfort and possible ill-effects to 
my well-being which may result from participation. I have been given the opportunity to ask 
questions on all aspects of the study and have understood the advice and information given as a 
result.
I agree to comply with any instruction given to me during the study and to co-operate fully with the 
investigator. I shall inform him immediately if I begin to experience the interview as unduly 
distressing.
I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to justify my 
decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I have been given adequate time to consider my participation and agree to comply with the 
instructions and restrictions of the study.
Name of volunteer (BLOCK CAPITALS)
Signed
Date
Name of researcher/person taking consent (BLOCK CAPITALS)
Signed
Date
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Participant Information
Gender:
Age:
Ethnicity:
Professional affiliation(s):
Year qualified:
Therapeutic approach (i.e. person-centred):
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Appendix D
Interview Schedule
At some level we are always aware of our bodies, be it aches, posture, 
temperature, hunger etc. Sometimes we feel at one with body (i.e. exercise) 
sometimes estranged (i.e. illness). I want to talk to you today about what your 
body means to you as a therapist
Question 1: Can you tell me what your body means to you in general and, 
following on from that, what your body means to you in therapy?
Question 2: Can you tell me about a time (or times) in therapy when you have 
become particularly aware of your body?
Question 3: How did you make sense of or explain the experience?
Question 4: Can you tell me how (if at all) you made use of the experience?
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Appendix E
Sample Interview Transcript
Interviewer: Can we begin by talking about what the body means to you generally 
and what it means in therapy?
Participant. What stands out for me on what you’ve just said is the body as an 
object; because that implies that the body isn’t me. That I’m something other than 
my body, which I would find quite difficult, because it seems to further the 
Cartesian split. And within psychosythesis we look a lot at the interaction 
between the body, feelings and the mind. And we see them as aspects of the 
essential self or the soul. So my body is me and I’m more than my body. So that’s 
how I might identify the body. I never had any specific training, or I don’t think I 
did, for using my body as a fine tuner. Is this the right answer to the question? 
Am I on the right question?
I: I’d be interested to hear about specific experiences where you have become 
aware of this aspect which you would understand as the body.
P: Shall I go onto that that?
I: I’m struck by your saying that the body is one aspect of what you would 
describe as the soul.
P: The soul or the higher self. But it’s confounded by language, ummm, I could 
probably draw it better than I could describe it.
I: I’m wondering just how you would experience it. But if words are difficult let me 
know that as well.
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P: Well... I’m lost. Ask me the question again.
I: I’m just wondering, if you say that the body is one aspect of something slightly 
higher, maybe you could say how important it is in comparison to the other 
aspects, or where you might put it in terms of the other aspects which you might 
describe as the soul.
P: Although it shouldn’t be beyond language because the soul is the psyche and 
psychology is what it is all about. This is what we started with, with the study of 
soul and yet it is still really hard to define after all these centuries. But there is 
something of me which is greater and bigger than my personality, my thoughts, 
my feelings and my body. And that’s the thing that animates everything, that’s the 
thing that makes everything work. And my body is an aspect of that. But it’s not 
all of it. And neither is my mind.
I: So in a way, you’re saying that all the different aspects are an expression of 
something else which is higher, but more difficult to locate than, say the body.
P: Yep, yep, but it is always there. I can tune into it but, umm.
I: So can you tune into it through body awareness?
P: Yep, I can do that.
I: Could you give me an example of that?
P: How I might tune in? It happens to me a lot through swimming. Once I go over 
about twenty lengths I begin to lose a sense of the stuff which is around me and I 
begin to enter into a much more timeless experience, it seems to be outside of
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time and space that I just am. I know I’m there in the water, and I know what I’m 
doing, but it much more of a sense of just being. And then I usually go and sit in 
the Jacuzzi pool and just carry on with my breath to take me deeper into that 
place. So I’m exercising my body but I’m also experiencing much more of a 
sense of beingness.
I; So if we think of how you are swimming and moving into the Jacuzzi, if we were 
to think of you in the therapeutic setting is there a particular experience when you 
do become more aware of something called body, I know you referred to fine 
tuning earlier.
P: Its just like a, I mean I’ve got this experience talking to you now that 
somewhere around here something is activated, it’s about out here (gestures to a 
field in front of her). Something is activated; I begin to get a sense that we are 
engaged. And I get this with the client when I feel we are beginning to engage. It 
won’t be there if the client is just chatting, or talking about nothing. But once they 
begin to get into their stuff, it’s like an engagement. And I experience that around 
this kind of order.
I: And as you say that you’re almost giving me a shape of something which is 
slightly in front of you.
P: Well I suppose the mystics would say it’s an aura, but it’s like an energy field 
that surrounds everything. And there have been very few occasions in my life 
when I have actually seen it around somebody in colour. Maybe it’s where the 
two fields meet, your aura and mine.
I: Almost like two physical presences which integrate into something you would 
describe as an aura, and which as I listen to you seems to relate to a kind of 
focusing which is taking place between you.
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P: Or a meeting, a particular kind of meeting. It’s not there if it’s just chat, or small 
talk, but when you get that close one to one interaction and emotions are starting 
to be there, and also because I’m focusing, I’m focused, then to me its like there 
is something which I’m aware of that’s about here (gestures). A mystic would call 
it the aura but I would just say it’s an energy field.
I: And how would you relate that to what you described earlier as a fine tuner?
P: Because the fine tuner is more like here (points to solar plexus). And If I’m 
experiencing that energy there (gestures away from body), then I know I’m 
engaged, and that the client is probably engaged with me, and we’ve actually 
created a field of some kind. This is where I fine tune with clients, around the 
solar plexus and it resonates with what the client’s feeling, and if the clients 
feeling are really powerful it can even be painful, it can feel like stomach ache. It 
seems to register the strength of the feeling that’s there, which the client may not 
yet be expressing.
I: It’s something close to a sensation but its something else, but it’s not quite the 
same as an emotion or a thought either.
P: It’s just something that happens here (solar plexus), and it functions to connect 
me more closely to the client. And sometimes the client will do what I call an 
emotional bump, like something suddenly hits them in their emotion, and it feels 
like a bump, almost physical, and it can be like a knife going in, something very 
sharp. And I would imagine it’s probably what that person is feeling as well.
I: So when you experience things around or in your own body they are giving you 
clues to what might be happening for the client.
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P: Yeah, but I don’t use it for diagnostics, I’m not sure if I use it at all. I could do if 
the client didn’t feel connected to their feelings, so I’d say ‘I’m feeling something 
around here I wonder if you are?’. But mostly it’s a gauge that we are engaged in 
a process together, which is what therapy is to me. It’s not something like a 
subject or an object. It’s an engagement.
I: And it sounds like it’s just there. You’re not drawing on it like a tick list. But it 
sounds like it can be quite surprising, like you’re not expecting it.
P: Sometimes it comes out of the blue. The client will be talking about something 
and suddenly there comes this huge something. And usually it means they have 
connected to something they were unaware of, or that they didn’t want to be 
aware of, or that shocked them. It’s like a shock wave; I’d describe it as a shock 
wave.
I: And would you share that experience with the client?
P: Usually I wouldn’t. If it’s just that sense of engagement, just that sense of 
tingling out there, then I wouldn’t share that at all. But I think if you get one of 
those shock waves, and if the client doesn’t acknowledge it, then it might be 
something to bring in because that’s big. For me that’s something big that they 
have connected to. And they might just quickly push it away again. So it is 
something I might come back to, “you know when you said so and so, I felt a 
huge something, and I wondered how it was for you”. And if they’ve got a desire 
to keep it suppressed they might agree or they might just say no, so I might say 
that we’ll put a marker on that and see if it comes up again.
I: It sounds like when you are working with the client and you are both quite 
focused, it sounds almost as if there are two bodies in the room, but it’s as if 
something is moving between one body, like a sharing.
156
Research Dossier -  Year 2 Research Report
P: It’s like two bodies have blended.
I: And this isn’t something you have willed into existence, it just sort of arrives.
P: It’s just there. I think it’s probably there all the time. But some people are not 
aware of it.
I: And would you locate that more shared experience in what earlier you 
described as soul or self?
P: I want to try and elaborate on it without becoming mystical. Because I don’t 
think this stuff is mystical. I think it’s practical, it’s physical, it’s a part of all of us. 
But because it’s something which is not empirical we get hung up around it and 
call it mystical. And that’s when it gets dismissed. But I’m finding it difficult to find 
the right words for it, without going off into...
I: But if you were to explain it in your own words.
P: If I had the psychosynthesis egg diagram then it’s quite easy to explain, but 
without that I find it really hard. I’m an intuitive so I find it hard to explain how I got 
there, like putting your workings out next to a sum. It’s the pivotal point in 
transpersonal psychology. That we are led and guided by something outside of 
our conscious knowledge, but which feeds into our consciousness and which we 
can connect ourselves to in order to receive guidance.
I So that shared experience is leading into a guidance which is beyond both 
parties in a way.
P: Yeah.
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I: So is the fine tuner a kind of stepping off point towards a transpersonal 
awareness?
P: For me it’s something that I know I have but it’s not important that the client 
feels the same. Because people who have no awareness of the other levels of 
their consciousness, they haven’t come to deal with that, they’ve come to deal 
with the problem they’ve got in their life. What I would say is that that dimension 
to our consciousness gives a much more positive slant to the work that we do. So 
that there is meaning, they can find something which means something, so that 
the transpersonal can give meaning or show that our lives have purpose. So that 
when I was diagnosed with cancer that was the level I went to. I didn’t try to throw 
it out or deny it, I went to a place of accepting I had this because I knew I had it 
for a reason. So in looking for that reason, in looking for the purpose I was happy.
I was actually really happy during that period of time because it felt that my life 
was going to move on from that point because a message was here that 
something needs to change, that there was something about my life which wasn’t 
ok. I had been mildly depressed for quite some time and not really realised it. And 
then boom, along comes the crisis and if I can look at this as having meaning 
then I can deal with it.
I: So it seems that although an experience like cancer could be viewed as a body 
shock, as something which is going to estrange you from your body, for you the 
body became a kind of a vehicle for something beyond that, a purpose. So it’s not 
that there is just a body.
P: It’s a body that’s carrying a message to me that something has got to change. 
And it’s that feeling of change. I like change, that feeling of change, of moving on, 
even if it was on into death, it was moving on.
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I: Did having cancer effect you in the setting as something to draw on, because 
outside of therapy there was a kind of physical crisis happening that you were 
drawing on in a way which might sound surprising, almost like a kind of gift.
P: It did feel like a gift, it really felt like a gift. I didn’t work for 8 months. Because I 
wanted to take time for me, and I wasn’t sure I wanted to come back. My cancer 
was in the bowel, so they just took a chunk away. But I thought not just what 
meaning does cancer have but what meaning cancer in the bowel has in my life. 
And shortly after the toilets in the house blocked up and I found out that the 
sewer that runs beside the therapy room was blocked up as well, so it seemed 
like everything around me was blocked up with shit, so I thought what is this 
about? This is where I sit, this is where I do my work, and I’m taking on all these 
other peoples shit. So I thought I’m going to work much more in the light, in the 
transpersonal. So my work is more angled towards healing now, finding the 
meaning, the purpose, the light.
I: So it sounds like your body became a kind of message for both your life and 
your practice.
P: A message for what I was doing wrong.
I: And now you’ve moved more towards healing. How might the body relate to 
healing? Moving into the light, which sounds quite a disembodied place.
P: I don’t view it as disembodied; the direction of the souls travel is downwards, 
it’s more a case of bringing the light in, embodying it. Embodying the light rather 
than floating off to the heavens. It’s not a Christian idea. It’s in the world, 
immanent, and everything has meaning. If you go outside your door and a black 
cat crosses your path you might go back in again, because it’s not a good sign. 
So the body is a kind of a spiritual thing, you embody the light. And sometimes
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you get clients who are not really in their bodies, and that’s a whole different 
feeling, it’s almost like a fracture, like here’s the body but the person is out there 
(gestures away from body) somewhere or maybe not even there at all; and it 
often happens with people who have been badly abused. It’s almost like their 
spirit can’t inhabit their body, and it goes a little way out. And you can sense that 
with this field, it’s like there’s a fracture there. Like a part of the person is there 
but another part is over there.
I; And it sounds like there is a kind of shared body there, that your aura is sensing 
a fracture.
P: I was working with one young women and I just kept on getting this sense that 
she was coming from place that wasn’t in her body. And I said to her on one 
occasion while she was trying to deal with the abuses from her past, I said to her 
‘do you feel that you’re not quite in your body?’ and she said ‘oh I always feel like 
that’.
I: And when you say you had a sense could you describe that?
P: I’m not sure if I can. It was just that there was something else, like here was a 
body but here was her, and it wasn’t in quite the same place. It wasn’t far out, but 
it felt like she wasn’t actually in the body.
I: And it sounds like you could sense that in the field or aura you were describing.
P: I’m not sure I had a physical sense of it, it was like an intuition. I can’t say it 
was a physical sense because I didn’t see it. I didn’t see her being in a different 
place to her body, but I had a feeling that that was what was happening. And 
since then I’ve come across it in quite a few other people.
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I: And did the feeling change during the therapy?
P: Yes, she became much more embodied, she became much more in her body. 
And you can tell by someone’s body language if they are really inhabiting their 
body, they seem stronger, more confident, not so hesitant. There is a sense of 
someone being at home.
I: And would you comment on this in the therapy?
P: There would be times in the therapy when she would go out of the body again, 
you know if the pain was too much she would go. And I’d ask her to come back in 
again, I’d say ‘look its safe’; we won’t talk about that any more, and gradually she 
would re-embody.
I: The way you’ve described your experiences isn’t a language I’m familiar with, 
aura and fine tuner etc. But listening to you I feel I’ve got a sense of what you’ve 
said, and I’ve felt that we were much more focused within the interview, I felt 
quite drawn into your description. As the interviewer I felt like a small circle had 
been drawn around this area of the room. Have you got any comments on how 
the process has been in this session?
P: You’re a very easy person to talk to and I haven’t felt you’ve been negative to 
what I’ve said. But I’ve felt like what I’ve been saying has been quite confused. I’d 
have liked to have said here you are, here’s this clear thing.
I: Like a body in a way.
P: Yeah (laughs).
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I: But it sounds like what you are talking about in terms of locating it in body as a 
kind of vehicle or attribute, there is something that it’s almost tangible, but is 
slightly outside of words.
P: It’s hard to define a concept like being or beingness. If you’ve not been in state 
of beingness it’s hard to understand what you are talking about. It’s confounded 
by language because when entering that field between spirituality and 
psychology we have no real language.
I: And when you say language becomes limited at that point it seems that you 
start to use gesture, such as draw a line in front of your body to express aura, it 
seems your body becomes important at that point.
P: Yeah, because if I call it aura you might think I’m on some strange religious 
trip. But if I say it’s something I feel out here, then maybe you’ve felt something 
out there and rather than give it a name we can stay within our mutual 
understanding.
I: And is that where body is important as a means of expression. So talking to you 
today we’ve tried to talk about this thing called body, we’ve spoke of body in 
relation to aura, but the only way to do that has been to use the body, gestures 
rather than words.
P: If you start to look at quantum physics. We are 99 percent empty space and 
energy. This is the thing, our bodies aren’t even really there, and so if you talk 
about energy field you are talking about much more than a few billion molecules 
that might give the appearance of being flesh. And when you look at all the fine 
tuning that exists between people, how people manage to find partners that 
match their inner message, not their outer message, their body language, but 
their inner message, they find a partner that matches their inner message.
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I: And inner message is more to do with field.
P: Ummm. Where does it live? Where is this advertisement live which says I want 
someone to abuse me? Where is it? We don’t know. But it’s somewhere or other 
in that energy field. And in some way or another we can all read each others 
energy fields.
I: So that’s a body which is beyond fleshy appearance?
P: Yep. Beyond what we are talking about as body.
I: Would you still call that a body?
P: (Laughs).
I: It doesn’t matter does it?
P: It’s where you lose language again.
I: You slip through the gaps. Are you happy to leave it there?
P: Yep, having confused your mind further.
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Appendix F
Journal Contributor Guidelines 
Submitting a paper to Psychotherapy Research Journal
This Journal was chosen as a potential publication suitable for this research 
because of its emphasis on publishing empirical studies of therapy.
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Client experience of the client-therapist embodied interaction: A 
grounded theory study.
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Abstract
Purpose: The study explores the client’s experience of the embodied interaction with the 
therapist.
Design: This is an exploratory study which is qualitative in design and utilised an 
abbreviated form of grounded theory.
Method: Eight participants took part in one off 50 minute video recorded therapeutic 
interactions. The video formed the basis of interpersonal process recall interviews with 
the client. Interview transcripts were contextualised using the video and analysed using 
grounded theory.
Results: A grounded theory analysis of interview transcripts produced three core 
categories ‘being attended to’, joining’ and ‘disruptions’. These categories were used to 
construct a theory of how clients experience the embodied interaction with the therapist. 
Conclusion: The study suggests that the therapist’s changing embodied presence 
underpins key interactions in which the client feels attended to and joined by the 
therapist, and in disruptions in which the client seeks out or withdraws from the therapist.
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Introduction
Traditionally psychotherapy is viewed as a ‘talking cure’, which alleviates distress 
through the client’s increasing ability to verbalise or symbolise their presenting 
concerns (Berzofsky, Davis, Lavender & Freedman, 2001). Attention has recently 
shifted towards understanding the implicit and unspoken dimensions of 
psychotherapy, and the role of affects and the body in the psychotherapeutic 
interaction (Beebe & Lachmann, 2002; Ogden, Minton & Pain, 2006). 
Conceptualising this unspoken dimension had been assisted by infant studies, 
which suggest the pre-verbal infant is involved in an intrinsically intersubjective 
relationship with the caregiver (e.g. Trevarthen & Aitken, 2001). Body 
movements, such as the mirroring of gestures, and expressed affects, are viewed 
as motives, which seek out and are coordinated and regulated in interactions with 
carers (Meltzoff & Moore, 1999; Schore, 2003; Stern, 1985; Trevarthen & Aitken,
2001). The infant’s developing capacity to regulate and mentalise affects is 
contingent on experiencing an affectively attuned carer, who becomes an ‘inner 
working model’ for future care-seeking behaviour (Fonagy, Gergely, Jurist & 
Target, 2004; McCluskey, 2005; Schore, 2003).
From an infant research perspective, the affectively attuned therapist 
provides the client with a safe base, which ‘assuages’ care seeking behaviour 
and facilitates the exploration and management of distress (Farber & Metzger, 
2009; Heard & Lake, 1997; McCluskey, 2005). Drawing on infant studies and 
systems theory, the Boston Change Process Study Group (BCPSG) has 
described this unspoken dimension as an ‘implicit relational knowing’, which is 
directly enacted rather than consciously reflected on (BCPSG, 1998, 2002). The 
therapeutic relationship is viewed as an ongoing ‘co-construction’ in which 
therapist and client continually orientate towards and affectively attune or miss- 
attune with each other (Beebe & Lachmann, 2002). Change in this context 
doesn’t just happen via the insight provided by verbal reflections. Change also 
happens at a ‘sloppier’ local level, through the ongoing ‘rupture and repair’ of 
mismatched and matched affective states, or ‘moments of meeting’ in which
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affects become mutually known (BCPSG, 1998, 2002, 2005; Beebe & Lachmann,
2002).
To date most empirical studies have focused on the facilitating role of 
therapists’ non-verbal behaviour, rather than the embodied dynamics of the 
interaction. Observational studies consistently find that smiling, head nodding, 
eye contact, open posture and forward trunk leans express empathie, facilitative 
and persuasive qualities, which help establish rapport and disclosure (D’Augelli, 
1974; Davis & Hadiks, 1994; Fretz, Corn & Tuemmler, 1979; Haasse & Tepper, 
1972; Seay & Altekruse, 1979; Smith-Hanen, 1977; Tepper & Haasse, 1978; 
Trout & Rosenfeld, 1980). In a rare interaction study, therapist and client have 
been shown to co-ordinate their bodies to maintain levels of engagement, 
irrespective of conversational content (de Roten, Dawish, Stern, Fivaz- 
Depeursinge, Corboz-Warnery, 1999). Optimal embodied co-ordination has been 
found in more experienced therapists and is also linked to more successful 
therapeutic outcome (Tickle-Degnen & Gavett, 2003). Studies of the affective 
interaction highlight the importance of non-defensively modulating, rather than 
simply attuning with client arousal (McCluskey, 2005). For example, amplifying 
implied positive affects and modulating, rather than mirroring negative affects, is 
linked to positive therapeutic outcome (Banninger-Huber, 1992; Dreher, Mengele, 
& Krause, 2001; McCluskey, 2005; Merten, Anstadt, Ullrich, Krause & Buchheim, 
1996; Merten & Krause, 2003). Research into client representations of the 
therapist has also found that representing the therapist as an embodied presence 
increases as therapy progresses (Rosenzweig, Farber & Geller, 1993).
The extant literature indicates that the embodied and affective interaction is 
an important component of the therapeutic process. Although the literature 
indicates that the therapist’s embodied presence is a powerful signal for the 
client, modulating arousal, for example, what is unclear is exactly how the client 
experiences this aspect of the therapist, and what role this plays in the ongoing 
interaction between client and therapist. The current study aimed to address this 
gap in the literature by producing a grounded theory of the clients’ experience of
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the embodied interaction with the therapist. In order to access this implicit, largely 
unspoken, dimension of the therapeutic interaction, the researcher combined a 
grounded theory methodology with interpersonal process recall, a video based 
data collection technique drawn from psychotherapy process research (Larsen, 
Fleseker & Stege, 2008). Interviews with clients were therefore based on a video 
of a recent therapeutic interaction. This allowed the researcher to produce a 
novel theory, which is a direct reflection of the unfolding therapeutic process as 
seen through the eyes of the client. It is hoped that this theory might assist 
therapists to consider the impact and role their bodies play in the client’s 
experience of therapy.
Method
Design
The research used 8 in-vivo videotaped therapy sessions in which clients took 
part in a one-off 50-minute therapeutic encounter. Interpersonal Process Recall 
(IPR) interviews were conducted with the client during which researcher and 
client replayed the video together. Interview transcripts were contextualised using 
the video and treated as a qualitative data set analysed using grounded theory 
(GT) (Charmaz, 2006; Glaser & Strauss, 1967; Payne, 2007).
Participants
Participants were eight female trainee counselling psychologists at an advanced 
stage of training (age range 26 -  43, mean 30.5). Six participants described 
themselves as white, one as Asian and one as multi-ethnic. Two participants 
were married (one with children). All names have been changed to maintain 
anonymity. The trainees were completing the video exercise as part of their 
training program. Dyads were decided independently by trainees and all ‘clients’
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chose to use ‘safe’ but meaningful personal material (i.e. material felt to be 
cogent but manageable within the context of a training exercise).
The trainees were approached as a suitable sample for the research because 
the dyads allowed them to fulfil client criteria in a context which also provided a 
video of the interaction on which to base an IPR interview. A brief research 
outline was initially emailed to trainees, inviting potential ‘clients’ to participate. 
Interested participants were provided with an information sheet emphasising the 
voluntary nature of participation (Appendix A) and a consent form (Appendix B). 
These were viewed at least one week prior to participation, allowing informed 
consent to be reached (Coyle & Olsen, 2005). Therapists were also provided with 
a research summary and informed consent was obtained for the use of 
recordings (Appendix C). Therapists were all female (age range 26-32, mean 29; 
seven described their practice as integrative, one as humanistic).
Data Collection
Therapy sessions were video-recorded in a purpose built laboratory and attended 
only by the dyad and a laboratory technician (who was seated behind a one-way 
mirror). The videos then formed the basis for IPR interviews which, in keeping 
with IPR protocol, were conducted within 48 hours of the session (Larsen et al, 
2008). Interviewees were invited to pause the recording at significantly 
experienced moments, which were then discussed with the researcher, whose 
role was facilitative rather than directive (ibid). Clients were briefed on the 
interview procedure prior to interview (Appendix D). Interviews focused on 
assisting clients to recall the role the therapist’s embodied presence played in 
their experience of the therapeutic interaction. Care was taken to check 
recollections were of the interaction, rather than retrospective interpretation. 
Interviews were audio recorded and lasted approximately 60 minutes. The first 
interview was treated as a pilot with feedback taken on the interview style and 
attendance to ethical considerations.
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Care was taken to check on participants’ well being and ability to interview 
immediately prior to and during interviews. The pace of interviews was also 
attended to, allowing clients time to process uncomfortable material. Interviews 
were followed by a debriefing, and a list of supportive resources was made 
available. No clients became unduly distressed during data collection and further 
support was not required. In keeping with a GT approach, as theory construction 
progressed a prompt sheet was devised to facilitate exploration of emerging 
categories (Charmaz, 2006). Initial interviews indicated an experience of ‘joining’ 
with the therapist, which was not reflected in the fourth interview. The researcher 
was subsequently interested in interviewing clients who had also experienced 
disruptions in the interaction to facilitate theory construction.
Analytic Strategy
Grounded theory was chosen because it offers a systematic but flexible 
methodology which is well suited to exploring a dimension of therapy of which 
little is currently known. GT also focuses on the dynamics of interpersonal 
processes and has previously been fruitfully combined with IPR to study the 
therapeutic interaction (Charmaz, 2006; Rennie, 2002). Furthermore, GT’s 
explicit aim is to generate a local theory which is derived directly from the data 
(Payne, 2007). Existing theoretical concepts, such as ‘co-construction’ for 
example, are largely derived from infant studies (Beebe & Lachmann, 2002). GT 
was chosen over other qualitative approaches, such as interpretative 
phenomenological analysis (IPA), because it would allow the researcher to 
develop a theory of the client’s experience of the embodied interaction which is 
grounded in the interaction itself. Although GT’s epistemology was initially 
positivist in outlook, a more recent constructivist approach recognises the role of 
the researcher’s hermeneutic in the grounding of theory (Charmaz, 2006; Payne, 
2007). The constructivist approach was chosen because the researcher
171
Research Dossier -  Year 3 Research Report
recognises that his own position as a trainee counselling psychologist with an 
existing interest in embodiment might influence data interpretation.
Interviews were transcribed and contextualised by matching the client’s 
subjective recollection to the video interaction. A brief description of each 
interaction then served as a heading for each transcribed recollection. Transcripts 
were repeatedly read to familiarise the researcher with the data. Using the left 
hand margin line-by-line coding was then undertaken. These ‘open codes’ 
captured units of meaning which reflected actions, emerging processes and 
themes. Comparison of open codes allowed ‘focused codes’ to be developed, 
which were recorded on a separate sheet. Focused codes reflected open codes 
which appeared significant and/or subsumed similar open codes (see Appendix 
E). As interviews progressed, focused codes were constantly compared across 
transcripts, allowing relationships between codes to be explored. Clustering and 
diagrams were also used to explore the relationship between codes, and to track 
and represent apparent phases of the therapeutic interaction (Charmaz, 2006). 
On completion of each interview focused codes were also transferred to a card 
index, which included a brief contextualising description of the videoed interaction 
and relevant transcript segments. This also allowed the researcher to compare 
and refine codes and re-check their grounding in the data. Through a process of 
constant comparison focused codes were then subsumed within categories which 
captured the relationship between codes at a more theoretical level. This allowed 
the analysis to be refined into the core categories used for theory construction. 
Constant comparison of the contextualised descriptions of the video interaction 
also allowed ‘prototypical’ interactions to be identified which served to ground the 
categories in the video.
The researcher aimed to produce a theoretical account using grounded 
categories, whilst recognising the possible influence of his own perspective. A 
second researcher therefore checked that emergent codes were grounded in the 
data and not overly influenced by the researcher. One suggested criteria for 
evaluating qualitative research is ‘grounding in examples’, providing interview
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extracts so that the reader can evaluate the persuasiveness of the first 
researcher’s interpretation (Elliot, Fischer, & Rennie, 1999). The following 
analysis is therefore illustrated with extracts from the data set. Empty brackets 
indicate where material has been omitted. Clarifying information appears within 
square brackets. Pseudonyms are used to indicate the sources of quotations.
Analysis
Data analysis produced three core categories -  ‘being attended to’, ‘joining’ and 
‘disruptions’, which conceptualise clients’ experiences of the embodied 
interaction with the therapist (see Table 1). These categories became seminal to 
theory construction because they identify three distinct but interrelated 
interactions, which appear to be based on the therapist’s changing embodied 
presence. In order to capture the dynamic of the interactions, each core category 
subsumes sub-categories which refer to therapist and client respectively (see 
Table 1). The therapist sub-categories capture what can be viewed as the 
embodied basis of the interaction. Each interaction is associated with the 
therapist exhibiting a distinctive bodily presence, which ranged from 
receptiveness to intrusiveness. Client sub-categories capture the key attributes of 
the clients’ experience of each interaction.
Being attended to concerns the beginning of the therapy session. The main 
finding of this category was that the therapist’s stillness and quiet played an 
important role in provided an atmosphere of caring attention, which assisted 
clients to begin to explore the problem they wanted to talk about. The category of 
joining then builds on this experience of being attended to. The main finding of 
this category was that therapists who shifted from the receptive body associated 
with stillness, to a more responsive, gesturing body, facilitated an experience of 
being joined. This joining interaction concerned an abiding sense that therapist 
and client are beginning to work together. The category of disruptions concerns 
points in the interaction in which the therapist begins to disturb or somehow
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impinge upon the client’s experience of the session. The main finding of this 
category was that the therapist’s body played an important role in the client 
experiences of what are commonly referred to as ‘misattunements’ (Beebe & 
Lachman, 2002). The overall relationship between categories is set out in Figure 
1, which captures how interacting categories serve to maintain each interactive 
phase and can initiate phase changes in the therapeutic interaction.
Figure 1 forms the basis of the following analysis, and should be referred to 
throughout to orientate the reader. Prototypical interactions based on the 
researcher’s observation of the video will be provided at each stage of the 
analysis in order to contextualise each category.
Table 1: Theoretical categories
Client:
• Unpacking
BEING ATTENDED TO 
Ruth, Jenny, Sally, Alice, 
Sarah. (Intermittent: Nicola, 
Samantha, Laura)
Therapist’s body:
• Receptive 
(Stillness, quiet)
Client:
•  Being joined
• Understanding
• Arousal
JOINING
Ruth, Alice, Jenny, Sally. 
(Intermittent: Sarah, Laura 
Samantha, Nicola)
Therapist’s body:
• Responsive 
(Use of gesture, level of 
animation)
Client:
• Seeking
• Withdrawing
DISRUPTIONS 
Laura, Nicola, Sarah
Samantha, Nicola
Therapist’s body:
• Unresponsive 
(Stillness, blank expression)
• Intrusive 
(Intense expression,
leaning forwards)
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FIGURE 1
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Being Attended To
Five clients described a distinct interaction, which characterised the beginning of 
the therapy session. Video observation of this interaction typically showed the 
client making animated attempts to explain the problem they wanted to talk 
about. The therapist, meanwhile, sat very still, looking steadily at the client, 
nodding, and using umm’s. Based on clients’ subjective recall of this interaction 
the client’s animated explaining is categorised as unpacking. During unpacking 
clients described a sense of being the focus of the therapist’s attention, 
categorised as being attended to. This experience was facilitated by the 
therapist’s stillness and quiet providing what is categorised as a receptive body.
Unpacking: Most clients remembered being ready to begin the therapy 
session, ready to get going and share their problem with the therapist.
I’d held it for so long, I felt pent up with it. (Jenny)
The pace feels fast, I’m keen to get the story out. I wanted to hurry up and get to 
the point so she could get to grips with it. (Sally)
I was bringing something that was quite confusing for me and I was anxious to 
get it out. (Samantha)
I felt lost in my own thoughts, trying to find what I wanted to talk about. (Ruth)
The extracts illustrate that unpacking captures the sense in which clients are 
trying to unburden something which they were already holding or ‘pent up with’ 
before the session. This is a potentially turbulent experience characterised by 
hurrying, negative arousal and some confusion. Some clients referred to the 
upsetting thing they were trying to unpack as an ‘it’, rather than the coherence 
implied by a story. Unpacking is therefore both anxious and confusing because it 
requires the client to find their way into something potentially upsetting but 
unclear, whilst simultaneously trying to explain this material to the therapist.
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Unpacking and being attending to: Clients recalled that the therapist’s 
embodied presence played a specific role in facilitating unpacking. Most 
therapists remained relatively silent, offering only head nods, a steady gaze, 
umms, and postural stillness. Clients experienced the therapist’s largely silent 
and still body as offering a receptive presence. The exact meaning of 
receptiveness altered slightly throughout unpacking. At the beginning some 
clients described the therapist’s stillness as indicating a readiness to receive. For 
example, Alice remembered the therapist’s silence and stillness as giving her an 
“unspoken permission” to get going. Jenny remembers a sense of feeling able to 
“go for it, and get it off my chest”. Similarly, clients reported a desire for the 
therapist to remain quiet until they had finished unpacking. Jenny remembers “not 
wanting her to speak, I wanted to get my story out there before she intervened”. 
Alice remembers, “I was aware she’d been silent for some time, but I really 
needed to say it all”. Ruth reported, “I appreciated the fact she didn’t interject, just 
‘ummed’, rather than stopped me or asked for clarification”.
There was something about me putting out and her receiving. In order for her to 
receive my animation that quiet had to be there. It was receptive and welcoming, 
kind of not wanting to disturb me in my train of thought. (Sally)
Although I felt lost in my thoughts, trying to find what I wanted to talk about, she 
was just sort of sat there, and I knew she was paying me attention, not 
pressuring, a kind of balance [ ] just there listening, open to what I was bringing. 
(Ruth)
The stillness felt like absolute attention and caring for me [ ] more than listening 
but kind of attending, putting my needs first [ ] it enabled me because at the 
beginning I was nervous. (Alice)
The extracts illustrate that in addition to providing a sense of readiness, stillness 
and quiet allowed clients to unpack without distraction or pressure, whilst feeling 
they were being attended to by the therapist. Clients experienced a sense of 
being received and of being the focus of the therapist’s attention. An important 
aspect of being attended to therefore concerns the client’s experience of the 
therapist as an attentive but unobtrusive presence. The client is able to be
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relatively ‘lost’ in their thoughts, whilst knowing the therapist is there with them. 
The only sound is the use of umm’s which played an important role in signalling 
the therapist’s attentiveness. For example, Sarah recalls “the umms helped, you 
know the person is going along with you, that they are with you and you don’t 
have to explain everything”.
The extracts also indicate that being attended to has a deeper meaning than 
simply being the focus of attention. Sally speaks of being welcomed, Ruth 
remembers a sense of openness, Alice of having her needs put first. Being 
attended to, then, is more than just listening, but concerns what Alice explicitly 
refers to as being the caring focus of the therapist. Similarly, Jenny recalls, “her 
being still, nodding and encouraging slowly brought me down, it had a calming 
effect”. By providing a receptive, attentive body, characterised by quiet and 
stillness, the therapist therefore facilitates the client’s exploration of their problem 
and provides an atmosphere of care and attention.
Two clients in particular remembered focusing on specific aspects of the 
therapist’s embodied presence during unpacking. Their recollections are reported 
because they refine our understanding of how the therapist’s embodied presence 
contributes to the experience of being attended to.
The main image I remember was of her top half [ ] it was her eyes that I really 
remember focusing on [ ] she didn’t have much of an expression on her face 
other than an open expression [ ] so it did mean I could just sort of talk and find 
my way without having to double think about her [ ] I guess it was like a mirror [ ] 
there was just her face and everything else faded into the background [ ] the 
connection was between our faces. (Ruth)
Ruth experiences the therapist’s face as a focal point for the turbulent experience 
of unpacking -  a kind of mirror for the confusing material she is trying to explore. 
Interestingly, the face is also where she feels connected to the therapist, to the 
extent that there is ‘just’ a face.
From the face I was getting all the warmth and listening cues, and from the body I 
was getting the stillness [ ] She became a kind of holding, calming figure because
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she was so still. So it didn’t matter how angry or animated I got, she was just 
constant. (Jenny)
The fact she was staying still, not rigid but very still [ ] it conveyed calmness and I 
wasn’t feeling very calm. (Ruth)
While the face forms a focusing foreground, the extracts suggest that the stillness 
of the therapist’s body forms a stable, calming background for the emotional 
turbulence to wash up on. For example, Jenny also referred to the calmness of 
her therapist’s body as a ‘diffuser’ for her anger. This contrast between face and 
body illustrates that the therapist’s face and body can act as a topographically 
distinct resource for the client. The face mirrors or registers the unfolding 
narrative. The body is a stable background presence which provides a sense of 
calm. The stability or constancy of the therapist’s body also appears to relate to 
Ruth’s recollection that she didn’t need to ‘double think’ about the therapist: 
“there wasn’t that ambiguity, I was just sure and comforted, that comfort type of 
feeling, I wasn’t confused or second guessing, I was confident in my therapist”. 
Although only two clients reported focusing experiences during unpacking, the 
importance of the therapist’s body as a solid, unambiguous presence will become 
increasingly apparent as this analysis progresses. In particular, disruptions in the 
interaction are characterised by the therapist’s body becoming an unresponsive 
or intrusiveness presence, which the client becomes anxiously preoccupied with.
Joining
Being attended to is characterised by an active unpacking by the client and a 
more passive receiving by the therapist. Most clients who recalled this attentive 
interaction also recalled a closely related interaction categorised as joining. 
Joining concerns the beginnings of a more reciprocal relationship between client 
and therapist; a sense that they are beginning to work together on the problem 
the client is trying to unpack. The embodied basis of joining appears to be the 
therapist’s altering from a receptive to a more active bodily presence. Based on
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video observation, a typical joining interaction might involve the client’s animated 
unpacking beginning to slow down. The therapist’s stillness then shifts towards 
the animated gestures which might accompany a verbal summary. Clients who 
recalled this transition remarked in particular on what is categorised as the 
responsiveness of the therapist’s body. Clients liked that the therapist’s gestures 
were a direct response to what they were trying to talk about, and might even 
mirror their own gestures. This provided clients with a sense of being met or 
joined by the therapist. The therapist’s gesturing body also assisted clients to 
understand and begin to make sense of what they were trying to talk about, and 
also had a direct effect on their level of arousal.
Being joined: The role of the therapist’s body in the transition into a joining 
interaction is illustrated in the following two extracts:
I remember thinking I liked that she was being expressive with her hands as well. 
I’d been expressing the two sides and she was really in there to [ ] she’s there 
with me. (Jenny)
It felt quite big [i.e. the problem she was bringing], that’s why I’m using all these 
gestures trying to contain it, and her gestures are kind of the same holding a ball 
kind of gestures [ ] so it felt like we were trying to grapple with the same thing. 
(Samantha)
In both of these extracts the therapist has just responded by mirroring the client’s 
‘side-to-side’ gestures (which give the impression of dividing something up in 
space). Both Jenny and Samantha notice this and experience a sense that the 
therapist is joining or getting alongside them. More specifically, the similar 
gestures provide them with a sense of being joined in the material. The therapist 
is ‘in there too’, ‘grappling with the same thing’. The client therefore feels actively 
joined by the therapist in grappling with the confusing thing they are trying to 
unpack and make sense of. This sense of being joined by the therapist is 
qualitatively different from the experience of being attended to in which the client 
desires an inactive but attentive presence, and is summarised well by Alice, who
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referred to the therapist’s mirroring her own gestures as a feeling that “we are in it 
together”.
Understanding: The reciprocal nature of joining is also characterised by the 
client beginning to draw on the therapist to make sense of their own material. The 
role of the therapist’s body in this experience is illustrated by the following two 
extracts.
She gave a form to what I had given her which I wasn’t aware of. I’d given her 
lots of bits and she created it into a whole. And there was something about the 
way she used her hands that helped that [ ] and that made me feel she 
understood and she had it in her, she had sort of encompassed it in some way. 
(Ruth)
There was something confusing about what I was saying [ ] it felt relieving that I 
had someone able to bring in these structures and to make hand gestures that 
made sense [ ] her gesturing made me think she had a grasp of what we were 
saying [ ] as if she’d be able to hold it literally, ‘cos her hands were quite strong, 
you know, holding. (Samantha)
Both extracts again refer to therapists using side-to-side gestures to accompany 
a verbal summary. What is interesting is that the therapist’s gesturing body 
provides both clients with a sense of structure which alleviates their confusion 
and lets the client know they are being understood. The hands ‘give form’, they 
‘make sense’. Furthermore, the client experiences this sense as located directly 
in the therapist’s body. The therapist ‘has it in her’, and can ‘hold it literally’. This 
sense that the therapist’s body can ‘encompasses’ and ‘hold’ what the client is 
trying to express is reminiscent of the role of the body as a stable presence 
during being attended to. This suggests that the transition from receptiveness to 
responsiveness is accompanied by the therapist’s body continuing to be 
something which can be relied upon by the client. As Samantha says “there was 
a sense of reassurance that she was being solid in her body”.
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Arousal: The beginning of a reciprocal interaction, characteristic of joining, 
was also indicated by clients who reported that the therapist’s responsive body 
also reduced their own arousal. This aspect of the interaction is highlighted by the 
following extracts.
There is something very gentle in the way the therapist is being in her tone of 
voice. She’s listing things on her fingers but it felt soft and gentle [ ] not like she’s 
boxing things up [ ] there was something really soothing about it. (Ruth)
There was so much energy at the start [of the therapist’s gesture] with her hands 
moving and towards the end her tone of voice softens [ ] she came and met me 
energy wise and by tapering and becoming softer she tapered me down. (Jenny)
Her voice at the end gets quite sing song and that moved me into sitting with it. It 
made me go slower, I could let go of the animation. (Sally)
Ruth and Sally highlight that an important component of the therapist’s embodied 
presence lies in their level of animation and voice tone. Ruth’s extract illustrates 
that a gesture can have a soothing effect, which is reminiscent of the calming 
effect of stillness discussed earlier. A gesture can therefore facilitate 
understanding but it can also convey a sense of softness or strength, which 
appeals to the client’s level of arousal. Jenny refers to the therapist matching her 
own level of animation and then becoming softer, which has the effect of 
‘tapering’ her down. Similarly, Sally refers to following her therapist’s level of 
animation and then slowing down. The extracts illustrate that while the therapist’s 
receptive stillness gives clients free reign to explore and unpack, the responsive 
body which characterises joining is a more active presence, which can facilitate 
how clients move through their material. For example, Jenny recalls that “prior to 
this she [i.e. the therapist] had been steady and still and that had no effect on 
slowing me down”. Jenny describes the therapist meeting her energy level as like 
having a ‘mirror’, which she then responded to as the therapist began to slow 
down. Similarly, Sally’s extract illustrates how the softening of her therapist’s 
voice moved her to stop and “sit with it”, later adding, “I understood it needed 
looking at but part of me went ‘wooo there’ [ ] I think her not being at my pace
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was appropriate because it gave me space to think”. The therapist’s responsively 
matching and altering the client’s level of arousal therefore has the effect of 
braking the client at a difficult point in their material, which they might otherwise 
move over.
Disruptions
Joining concerns the beginnings of a reciprocal interaction between client and 
therapist, as levels of animation and gestures begin to pass between them. The 
embodied basis of the client’s feeling joined by the therapist lies in the therapist’s 
animated, gesturing body, which provides the client with an experience of being 
directly responded to. The sense of joining which accompanies this reciprocal 
interaction is summarised well by Alice who remembers a sense that “we’re 
taking turns at something, handing it back and forth”. Similarly, Nicola remembers 
the therapist’s beginning to match her gestures as “like she was flowing with me, 
like she was in my rhythm”. By contrast, four clients also recalled disruptions in 
their interaction with the therapist. During a disruptive interaction the sense of 
connection with the therapist which characterises being attended to and joining 
breaks down, as client and therapist part company and cease to be on the same 
wavelength. Two distinct kinds of disruption were reported which made explicit 
reference to the therapist’s body. Clients reported a growing sense of unease if 
therapists exhibited what is categorised as an unresponsive body which 
remained particularly still, for example. Clients also reported a growing sense of 
unease if the therapist exhibited what is categorised as an intrusive body, 
continually leaning forwards, for example. Clients responded to an unresponsive 
therapist by attempting to seek out or elicit a response. The response to an 
intrusive therapist was to increasingly withdraw.
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Seeking and unresponsiveness: Three clients recalled the effect of the 
therapist not responding when the client had reached what was considered to be 
to a significant or potentially upsetting point in their unpacking. Video observation 
shows the client slowing down and very briefly pausing in their narrative. The 
therapist, meanwhile, remains quiet and still. Situated in terms of being attended 
to and joining, this would be the point at which a joining interaction might begin. 
The therapist’s lack of response, however, left client’s with a feeling of wanting 
something more.
I’ve just said one of the most vulnerable things about me but she doesn’t flinch.
(Laura)
I wanted her to say more but all I got was an umm. (Nicola)
Having reached a significant point in their narrative, Nicola and Laura are wanting 
and expecting some form of recognition from the therapist. The attentive stillness 
and use of umm’s which might facilitate the client’s unpacking of their material 
are no longer enough. Moreover, the meaning of the stillness and quiet 
associated with receptiveness changes for the client.
My perception of the therapist as restrained doesn’t feel containing anymore; the
still posture is starting to make me anxious. (Sarah)
Sarah had commented on how helpful her therapist’s stillness had been in 
providing an unobtrusive, containing presence which assisted her to unpack her 
material. By not actively responding to her material, the meaning of the 
therapist’s stillness changes, and becomes a source of anxiety. Similarly, Nicola 
described her therapist’s continued stillness as becoming an insecure presence, 
and described her therapist’s body as like a “shaky foundation”.
Some clients remembered trying to compensate for the therapist’s 
unresponsiveness by coming up with things to say and talking faster. Nicola 
remembers, “I started speeding up, almost filling in”. Similarly, Sarah remembers, 
“I feel I’ve got to keep talking to fill the gap”. The extent of the disruption caused
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by unresponsiveness varied between clients. Laura and Nicola, in particular, 
described a prolonged disruption in the interaction.
I’m looking for a response, but I’m not finding any, it’s making me anxious, so I’m 
coming up with things to talk about. (Laura)
I kept leaning forwards, I felt like I was trying to draw her in, like I was trying to 
start a car that won’t start. (Nicola)
Both clients recalled attempts to elicit a response from the therapist. Laura is 
anxiously looking for a response, while Nicola begins to actively seek one. 
Nicola’s car analogy powerfully brings home a sense in which the interaction has 
broken down. She is trying to draw her therapist in and somehow get her 
attention.
Seeking a response closely related to the insecurity of having just reached an 
upsetting point in unpacking. For example, Nicola remembers feeling left “holding 
onto all this stuff’, while Laura remembers, “I wanted her to take it, I wanted a 
connection”. Part of the disruptive nature of this interaction is that the client then 
becomes very preoccupied with the therapist. Both Nicola and Laura recalled 
closely watching and anxiously wondering about their therapist. For example, 
Laura remembers “Her face is very still and I'm trying to figure out if it’s safe or 
not, or if she’s ok”, whilst Nicola recalls watching her therapist for “clues as to 
what’s safe”. This wondering about the therapist was also associated with 
wariness about going further in unpacking for fear of being left with the upsetting 
material. For example, Sarah recalls, “It feels like if I get into the material I’ll be 
left alone”. Laura recalled slowly starting to withdraw from the interaction and 
dampening her emotions: “I’m keeping my emotions quite flat [ ] I think I’ve closed 
off from making myself vulnerable”.
Withdrawing and intrusiveness: Seeking is a disruption in the interaction 
based on a perceived lack of response to a significant point in the client’s
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unfolding narrative. Two participants, Samantha and Nicola, also described an 
experience of withdrawing from therapists who were experienced as intrusive. 
Video observation of intrusive interactions showed therapists repeatedly leaning 
forwards. The client, meanwhile, is sat back in the chair and looking to the side of 
the therapist. Although the video prohibited detailed observation of the therapist’s 
facial expression, both Nicola and Samantha remembered the therapist’s facial 
expression as “over animated” and “intense”. Part of the disruptive character of 
this interaction again lay in the client becoming increasingly preoccupied with the 
therapist.
She’d do a lot of furrowing with her brow and it made me think ‘oh, does she not 
understand me?’ [ ] she’s being over animated and I’m trying to work out what it 
means. (Samantha)
Her eye gaze is now very intense and I’m trying not to process too deeply what is 
going on. (Nicola)
In contrast to the neutral ‘mirror like’ facial expression described earlier by Ruth, 
the therapist’s animated facial expression prompts Samantha to wonder if she is 
being understood. Nicola is trying not to think about what her therapist’s intense 
gaze might mean. Interestingly, earlier in the interaction Nicola had experienced 
her therapist as unresponsive and had actively tried to elicit her attention. 
However, rather than not being enough, the therapist is now too much for Nicola, 
and her intense gaze is disrupting Nicola’s train of thought. She recalls “if I 
started to think about her and speak at the same time that put a start stop on the 
process”. Similarly, Samantha remembers “if I were to look into her eyes I 
became nervous about what they would do, like I would lose what I was saying”. 
Samantha also recalled that her therapist’s animated facial expression and 
gestures brought a sense of pressure: “Her head sort of came forwards, like she 
was pushing forwards, and I remember thinking I need to get to the bottom of it, 
her gesturing kept me on my toes”. These extracts illustrate that, in contrast to a 
joining interaction, Samantha and her therapist are out of sync. Earlier in the 
interaction, Samantha experienced her therapist’s gestures as a ‘mutual
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grappling’, which assisted her understanding. However, the continued leaning 
forwards is now bringing a sense of pressure, which is shifting the therapist’s 
embodied presence to one of intrusiveness. As with Nicola, this illustrates the 
fluid nature of the embodied interaction, and the subtle way the meaning of the 
therapist’s body can change for the client.
Both clients reacted to the perceived intrusiveness by intermittently looking 
away. Nicola recalls “I started looking off to the side of her rather than directly at 
her”. Samantha recalls “I didn’t look at the face a lot because it was very 
animated and getting me confused”. Samantha spoke of looking away as a way 
to “keep my space” and “hide my more vulnerable side”. This attempt at self­
protection is not dissimilar to the wariness and dampening of emotions 
experienced by Laura in the presence of unresponsiveness. Interestingly, both 
Samantha and Nicola also experienced looking away as a means of filtering the 
therapist, blocking the upsetting part, while drawing on what was found to be 
helpful. Samantha remembers “I was ignoring the signals she was sending me 
which made me self doubt, I coped by ignoring some and focusing on others”. 
Samantha’s attention shifted from the therapist’s face to the body: “I was 
watching the body a lot because that was making more sense. I think that was 
keeping it going”. Similarly, Nicola looked away from the face but focused on the 
voice: “I was aware of visually separating from her whilst verbally pulling her in”. 
Looking away might therefore be a way to prevent the interaction from completely 
breaking down. The client withdraws slightly but also attempts to make the most 
of the therapist, drawing on what remains helpful when the interaction became 
strained. Samantha spoke of focusing on her therapist’s body as “trying to find 
the part I find calmer, the part I can connect with in order to keep going”. 
Similarly, despite her therapist’s intense gaze, Nicola focused on listening to her 
therapist’s voice, which she experienced as “welcoming”. This is an interesting 
development of the comments made by Ruth and Jenny about the therapist’s 
face and body, which again suggests that the therapist is a topographically 
distinct resource for the client, even during a strained interaction.
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Seeking and withdrawing can be viewed as self-protective responses during 
periods of unresponsiveness or intrusiveness. All clients who experienced 
unresponsiveness or intrusiveness also noticed changes in the therapist, which 
initiated the beginnings of, or return to, interactions in keeping with being 
attended to and joining. Samantha and Nicola noticed the therapist begin to slow 
down and relax. Seeking clients noticed their therapist become more animated 
and engaged, mirroring gestures, for example. Clients did not so much notice 
discrete changes as experience an overall change in the therapist, described by 
two participants as ‘coming alive’. In particular, the therapist changed from an 
insecure and uncertain presence, to one experienced as “present”, “real” and 
“more solid”. For example, Sarah recalls, “her face became calmer, her whole 
body, her presence changed which I think brings confidence, she became more 
present, more alive, like ‘here I am’”. This interweaving of disruption and joining 
again illustrates the subtle relationship between categories, and the fact that 
clients can move in and out of all three core categories.
Discussion
Analysis of eight interviews produced three core categories which were used to 
build a theory of client experience of the embodied interaction with the therapist. 
The theory identifies the embodied basis of two distinct but interrelated 
interactions in which the client feels attended to and joined by the therapist. The 
theory also outlines the embodied basis of two possible disruptions in the 
interaction in which clients might seek out or withdraw from the therapist. This is 
a small scale exploratory study, which used an ‘abbreviated’ form of GT (Willig, 
2001). Full scale GT moves from convenience to purposive sampling of diverse 
participants, in order to refine theory construction, and continues until theoretical 
saturation is reached (Willig, 2001). Because of the financial and temporal 
limitation of recruiting and recording ‘real’ dyads, participants were drawn from 
what might be regarded as a convenience sample of trainee psychologists, who
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were taking part in an exercise which allowed them to fulfil client criteria. The 
diversity and number of potential clients to be purposively sampled was 
consequently limited. However, the researcher was able to recruit participants 
with sufficiently diverse experiences to allow the categories of ‘joining’ and 
‘disruptions’ to be refined. Theoretical saturation is, nevertheless, limited to the 
eight interviews analysed. One possible limitation is that the theory reflects the 
experiences of female clients in same sex dyads. Although gender did not 
become a salient aspect of theory construction, the research’s focus on the 
therapist’s body would suggest that theory refinement would benefit from future 
recruitment of mixed gender dyads.
The theory’s validity is arguably limited because the data were generated 
from a ‘one off’ training exercise. However, the use of ‘safe’ personal material 
(rather than role playing) gave a realistic flavour to the interaction, which was 
commented on by all those taking part in the study. The theory might therefore 
represent the embodied dimension of an initial helping interaction. Theory validity 
was also checked by gaining feedback from two participants, who readily 
recognised their own experiences in Figure 1. The categories of ‘being attended 
to’ and ‘joining’ highlight a reciprocal relationship, which might play an important 
role in alliance formation; ‘seeking’ and ‘withdrawing’ suggest disruptions to the 
interaction if expectations of care are not met. Theory refinement would benefit 
from further research into how clients adjust to and get to know each other over 
time. This would allow the theory to reflect the evolving therapeutic relationship 
and would allow the interaction between categories to be refined.
A related validity question concerns participant recall. The relationship 
between consciousness and embodiment is subject to much speculation 
(BCPSG, 2008; Damasio, 2000; Merleau-Ponty, 1962; Power & Dalgleish, 1997). 
Although I PR was used to assist recall of the therapeutic process, the extent to 
which conscious recollection can access the embodied and affective dimension 
of experience remains unclear. Future use of IPR could be improved through 
focusing techniques, such as those recommended by Gendlin (1981), which
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might assist interviewees to access their embodied response to the video. 
Exploring the dynamics of this little known area might also be improved through 
co-ordinating qualitative and quantitative research. This would allow for 
comparison of subjectively recalled interactions with quantitative coding able to 
capture the micro-process of the interaction (cf. Fitzgerald, 2008).
The study offers a data driven theory, which hopefully compliments and 
extends attachment and systems based approaches to psychotherapy (Beebe & 
Lachmann, 2002; McCluskey, 2005). The categories of ‘being attended to’ and 
‘joining’ suggest that the therapist’s body might play an important role in the 
client’s experience of the therapist as a safe base. For example, the therapist’s 
receptiveness is not just experienced as a listening presence, but also as a 
calming presence characterised by quiet and stillness. The therapist’s 
responsiveness, characterised by a gesturing body, was found to provide some 
clients with a sense of cohesion which alleviated confusion. This finding is in 
keeping with research which suggests that the spatial properties of gestures 
create a space from which lived meanings can emerge (Berzofsky, Davis, 
Lavender & Freedman, 2001; Merleau-Ponty, 1962; Michotte, 1991). What is of 
interest is that the experienced cohesion was accompanied by a sense of 
reassurance that the structures were somehow encompassed by the therapist’s 
body. Again this suggests that a safe base is grounded on the therapist’s 
embodied presence.
The outlined core categories also compliment and extend theorising of the 
dyad as a co-construction (Beebe & Lachmann, 2002). According to the co­
construction model attunement initiates co-regulated interactions, whilst non- 
attunement precipitates periods of self-regulation and withdrawal by the client, 
repaired through re-attunement. Being attended to conceptualises the build up 
towards a co-constructed interaction, and emphasises the importance for 
therapists of attending to the subtle clues that a response is being sought. The 
reciprocal interaction which characterises joining draws particular attention to 
how the client responds to and makes use of the therapist’s gesturing and levels
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of animation, and so provides therapists with a helpful description of what it is like 
to be the client during a co-regulated interaction. The category of disruptions 
provides therapists with a client’s eye view of missattunement, and draws our 
attention to the extent to which the therapist’s embodied presence can break in 
on and disrupt the client’s experience of therapy. This category also highlights the 
importance of paying careful attention to clues the client might be providing that a 
disruption is taking place (such as leaning forwards, or looking away). The fluid 
relationship between the categories would then suggest that by paying careful 
attention to the embodied dimension of the relationship, the therapist might then 
guide the interaction back towards an experience of being attended to or joining.
This study grew from my IPA research into therapist embodiment, one of the 
themes of which concerned therapist’s experiences of being watched by the 
client. This led me to consider the embodied interaction from the client’s 
perspective. I knew I wanted to explore a client’s eye perspective on the 
therapist’s body, but I was sceptical about using semi-structured interviews to 
access this implicit dimension of the therapeutic interaction. My supervisor’s 
suggestion of using the workshop videos immediately seemed like an exciting 
opportunity. However, my excitement was tempered by performance anxiety. I 
knew that interviewing fellow trainees about a recent therapeutic interaction 
would require a high degree of reflexivity and sensitivity on my part. Throughout 
this research I’ve trod a delicate path, trying to remain aware of my shifting 
identity from trainee to researcher, and the shifting roles of my sample from 
colleagues to participants, who were also experiencing the potential vulnerability 
that comes with being a client. Treading this path was greatly assisted by 
knowing that I’m not the first, and Td like to acknowledge my gratitude for the 
work of a previous trainee, Ann Fitzgerald, who blazed a trail in the use of the 
video workshop for research purposes.
Initially, I was particularly aware of approaching participants in a way which 
might minimise any sense of obligation or peer pressure to participate. I was
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therefore careful to emphasise the voluntary nature of participation, and 
approached my sample via email, rather than ‘canvassing’ face-to-face. Once an 
individual volunteered, I viewed informed consent and right to withdraw as an 
ongoing process. This seemed particularly important given that participants were 
volunteering to be interviewed about a therapy session which hadn’t yet taken 
place. Although the uncertainty of participation meant that my research journey 
was at times an anxious one, this was balanced by the sense of responsibility I 
felt towards conducting ethically sensitive research.
Meeting for interview I was aware of meeting a colleague, potential participant 
and client rolled into one. I was particularly aware of the participant’s transitional 
experience, moving from a recent care seeking interaction to an exploratory 
research interaction. It was therefore important to first check-in with participants 
regarding their emotional well being, and ability and continued willingness to 
participate. I think this was a grounding experience for both of us, which set the 
scene and allowed for a negotiation and settling into roles to occur.
Interviews required a delicate balancing of head and heart as I tracked the 
video interaction and facilitated data exploration, whilst also tracking participants’ 
emotional well being. I was initially anxious to cover as much of the therapy 
session as possible during interviews. However, I soon realised that the implicit 
nature of the research topic meant that slowly exploring two or three interactions 
produced the richest data. Transcribing and coding between interviews had the 
knock on effect of increasing my reflexivity as an interviewer, which I don’t think I 
experienced doing IPA. I became more able to hold back and remain curious, 
bracket pre-conceptions and, importantly, leave pauses open for participant’s to 
fill. Seeking feedback on the pre-brief, interview and debrief was also an 
important part of the research process, which greatly enhanced my own self- 
awareness, and the possible impact I might have on participants. I was also 
pleased and encouraged by how many participants found the interview assisted 
in their processing of the therapeutic interaction. This was a hoped for bonus
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which only added to what was already an emotionally connecting and 
intellectually enthralling experience.
This study is the culmination of what the reader of this portfolio might well 
think is an obsession with embodiment. There is no doubt this has been my hot 
topic during training. But I would say this has been more of a quest than an 
obsession. I think this is because for me there is something really fundamental 
about embodiment; something which go’s beyond therapy as a practice and is to 
do with what makes us human. For an infant to imitate the carer moments from 
birth seems to me to have an almost spiritual significance. As a scientist 
practitioner this is something I want to know more about. But as a counselling 
psychologist this is also something I simply want to be in relation with. 
Embodiment in a way has been my bridge between my love of solitary reflection 
and my love of relationship. And I think part of my personal journey lies in 
discovering the simplicity, or I should say, the depth of relating. This can lie in 
sitting briefly in silence with a client and then meeting with a smile. Embodiment 
might be one name for the simplicity, intimacy and warmth of that encounter.
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Appendix A
Department of Psychology 
Faculty of Arts and Human Science 
University of Surrey 
Guilford, Surrey, GU2 7XH
Information Sheet
The study aims to explore the client’s experience of the embodied interaction with 
the therapist. The research is exploratory in nature and is interested in 
understanding what the client notices about the therapist at an embodied level 
(i.e. posture, gesture, level of animation) and how this might contribute to the 
client’s experience of therapy. The background to the research is the recent 
influence of infant studies on psychotherapy, which emphasises the role played 
by implicit or non-verbal communication in the therapeutic interaction. It is hoped 
that the proposed study will assist therapists to be aware of the effect which their 
bodies and affects have on the client.
The study seeks to recruit trainees from the year 3 cohort of the PsychD in 
Psychotherapeutic and Counselling Psychology (University of Surrey), who are 
taking part in the weekly ‘process workshops’ beginning in the spring term, 2009. 
The workshops are based around video recordings of simulated 50 minute 
therapy sessions in which trainees play the role of therapist and client. The study 
seeks to recruit trainees playing the role of the client. By agreeing to take part in 
the study, participants will undertake an ‘interpersonal process recall interview’ 
(IPR) lasting approximately one hour. Interviews will ideally take place within 48 
hours of the therapy session at a place and time of convenience to the 
participant. IPR is a video based interview technique which was specifically 
developed to assist recall of the psychotherapy process. During the interview the 
participant watches the video of their respective therapy session and is invited by 
the researcher to pause and discuss the recording at significantly experienced
198
Research Dossier -  Year 3 Research Report
moments of relevance to the research question. Care will be taken during the 
interview to allow participants to process any potentially uncomfortable material 
which might be recalled, and interviews will also be followed by a debriefing.
Prior to interview participants will read and sign a consent form explaining 
they can withdraw from the study at any time without having to give a reason, and 
that all information relating to participant identity (or that of other named parties) 
will be made anonymous for the purposes of the study. Consent will also be 
sought from trainees who have played the role of the therapist. Participants are of 
course free to withdraw from the study at any time.
The study is qualitative in design. Data from the interviews will undergo a 
‘grounded theory’ analysis, which will seek to construct a theoretical account of 
participants’ experiences. Participants will be sent a summary of findings and 
information on any dissemination of the research.
The researcher is keen to stress that while the workshop is part of the 
doctoral training program, taking part in this study is an entirely voluntarily matter 
at the discretion of trainees.
Any complaint or concern about any aspect of the way participants have been 
dealt with during the course of the study will be addressed. In the event of a 
complaint please contact Dr Draghi-Lorenz, the study’s principal investigator, on 
the above address.
Researcher: Ben Rumble, Trainee Counselling Psychologist, Department of 
Psychology, University of Surrey, GU2 7XZ. Br00004@surrev.ac.uk.
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Appendix B
Participant Consent Form (Client)
I the undersigned voluntarily agree to take part in the following study:
Title: An exploration of client experience of the embodied interaction with the therapist.
By taking part I agree to allow the video recording of a simulated therapy session in which I 
played the client to be used as the basis for an audio recorded interview, and for the video and 
audio recording to then be treated as data for the research.
I agree to comply with any instruction given to me during the interview and to co-operate with the 
investigator. I understand that the interview involves recalling a simulated therapy session in 
which I played the role of the client and I have been advised about possible distress which may 
result from recalling this material. I understand that if I do become unduly distressed I will inform 
the researcher and can take a break or withdraw from the study. I also understand that the 
interview will be followed by a short debriefing and that information on counselling services or 
further support will be provided as requested.
I have read and understood the information sheet provided and I understand that taking part in 
the study is not a compulsory part of my training as a counselling psychologist. I have been given 
a full explanation by the investigator of the nature, purpose and likely duration of the study, and of 
what I will be expected to do. I have been given the opportunity to ask questions on all aspects of 
the study and have understood the advice and information given as a result.
I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to justify my 
decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I have been given adequate time to consider my participation and agree to comply with the 
instructions and restrictions of the study.
Name of participant (BLOCK CAPITALS)
Signed
Date
Name of researcher (BLOCK CAPITALS)
Signed
Date
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Participant Information
Gender:
Age:
Ethnicity:
Marital status:
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Appendix C
Participant Consent Form (Therapist)
I the undersigned voluntarily agree to take part in the following study:
Title: An exploration of client experience of the embodied interaction with the therapist.
By taking part I agree to allow the video recording of a simulated therapy session in which I 
played the therapist to be used as the basis for an audio recorded interview with my client and for 
the video and audio recording to then be treated as data for the research.
I have read and understood the information sheet provided and I understand that taking part in 
the study is not a compulsory part of my training as a counselling psychologist. I have been given 
a full explanation by the investigator of the nature, purpose and likely duration of the study, and of 
what I will be expected to do. I have been given the opportunity to ask questions on all aspects of 
the study and have understood the advice and information given as a result.
I understand that all personal data relating to volunteers is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I agree that I will not seek to 
restrict the use of the results of the study on the understanding that my anonymity is preserved.
I understand that I am free to withdraw from the study at any time without needing to justify my 
decision and without prejudice.
I confirm that I have read and understood the above and freely consent to participating in this 
study. I have been given adequate time to consider my participation and agree to comply with the 
instructions and restrictions of the study.
Name of participant (BLOCK CAPITALS)
Signed
Date
Name of researcher (BLOCK CAPITALS)
Signed
Date
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Participant information
Gender:
Age:
Ethnicity:
How long have you been practicing as a trainee therapist?
What is your preferred model of therapy?
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Appendix D
IRR Introduction and Prompt Sheet 
During the next hour I’d like to talk to you about your experience of the implicit or 
unspoken communication which took place between you and your therapist 
during the recent session. In particular, I’d like to explore your recollection of the 
embodied interaction with the therapist. By embodiment I broadly mean your 
therapist’s posture, level of animation, gesturing or gaze, for example. I’d like us 
to discuss the role this aspect of your therapist may have played in your 
experience of the session. Were there times when you were more aware of your 
therapist’s body than others? Did the therapist’s embodied presence help or 
hinder in any way? This is an exploratory interview, so there are no right or wrong 
answers. I’d really like to know what this dimension of the interaction meant for 
you.
Do you have any questions?
We’ll watch the video together and I’d like you to pause it at any points which feel 
are significant. The idea is to use the video as a prompt to help you to recall the 
session. I may chip in myself with anything which seems of interest. Hopefully we 
can work together to explore the material. I understand that you may be recalling 
uncomfortable material, so please take your time and let me know if you are 
finding the interview difficult. We will de-brief at the end. As you know I will be 
recording the interview. If it is ok with you I’ll turn the video and audio recorder on 
now.
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Prompts:
What were you getting from that? What was this aspect of the therapist giving 
you?
Emotional tone of therapist? Calming? Tense?
Sense of being received?
Sense of joining?
Sense of parting company with therapist?
Changes in interaction?
Body changing how?
Check recall.
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Appendix E
Example of open and focused coding for ‘being attended to’
Extract from transcript Focused codes: Being 
attended to/ unpacking
Receptive body: 
(stillness, use of 
umms, steady gaze, 
quiet)_____________
I’m trying to explain my story [ ] The umms and nods 
helped. You know she is going along with you and that 
alleviates anxiety. I feel she is with me and I don't have 
to explain everything.
There was something about me putting out and her 
receiving [ ] to receive my animation that quiet had to 
be there. It was receptive and welcoming.
She’s doing a lot of umm’s, like she is signaling her 
presence & that it is kind of going in.
I appreciated the fact she didn’t interject, just ummed, 
rather than stop me to figure it out.
My main memory is of her keeping eye contact [ ] she 
was just sort of there and I knew she was paying me 
attention.! ] It was a sense of her being there with me, 
her presence, not even understanding [ ] it was her 
attentiveness.
I felt her stillness and the smiles and the nods and 
umms kind of gave me this ‘go for it, get it off your 
chest’ kind of thing.
The umm is a real cue that she is with me.
I remember thinking as she was nodding and smiling I 
didn’t want her to speak. I wanted to get my story out 
there before she intervened. The steady way she did 
that let me know she was listening and wasn’t going to 
cut across me.
When she goes ‘umm, umm’ it’s a real cue that she’s 
there.
She was so emphatic in the nod it let me know I didn’t 
have to go further, like ‘yeah, I know what you are 
talking about’.
Although she was still her eyes let me know she was 
following and that kept me talking.__________________
Knowing therapist is 
listening.
Negative feeling 
reduces. Able to 
unpack
Unpacking
Feeling
received/welcomed
Knowing therapist is 
listening/ receiving.
Space to unpack. 
Knows therapist is 
listening
Knowing therapist is 
attending
Knowing therapist is 
with client
Permission to
unpack/ green light
Feeling attended to.
Wanting space to 
unpack.
Knows is being
attended to.
Knowing therapist is 
attending
Knowing therapist is 
attending
Knowing is being 
received.
Keeps unpacking.
Umms, nods lets 
client know she is 
being received.
Quiet allows client to 
feel received and 
welcomed
Umm’s
receiving.
signal
Umm’s signal
receiving without
interrupting.
Steady
indicates
attentiveness
Readiness
receive.
gaze
to
Lets client know is 
receiving.
Lets client know is 
receiving without 
interrupting.
Signal that
receiving.
Signal that
receiving.
Signal that 
receiving.
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Appendix F
Sample IRR Interview
Audio 1: 39; DVD 1:39
Client has just begun to explain what she would like to discuss during the 
session. Therapist has remained sitting very still and upright, steady gaze on 
client Client quite agitated, animated gesturing.
Participant: Shall I just pause it or talk over it?
Interviewer: I’ll pause it for you.
P: I remember right the way from the beginning we were sat quite straight on to 
one another, sort of directly opposite, looking straight at each other on the same 
height of chairs, umm, and it felt like while I was looking at her and my kind of 
main memory is of her keeping eye contact, and being very attentive right the 
way from the beginning, and almost I felt in my own head talking about all these 
sorts of things, and she was just there listening, open to whatever it was I was 
bringing, which I wasn’t quite sure at this stage, so although I was sort of lost in 
my own thoughts trying to find out what it was that I wanted to talk about, the way 
she was just sort of sat there, but I knew she was paying me attention, but it 
didn’t feel pressurizing, it was that kind of balance.
I: Can you remember what you noticed or maybe describe maybe describe what 
her presence was like? You say she sat opposite you and you were aware of eye 
contact, maybe what that presence was and how it kind of helped you, or what 
you might have got from that?
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P: There was something that I felt about being, I don’t even know if it was 
understood, because I don’t know whether there was something to understand 
yet, but it was a sense of her being there with me, like a real sense of her being 
there with me, her presence and umm, not even understanding, it wasn’t a 
cognitive level at all, that I was making sense and I that I knew what she was 
saying, it was her attentiveness, there was a sense of her being open and 
attending to me.
I: And what was it that may have given you that indication, just from what you 
were aware of her? Because she’s not doing much yet.
P: I think it was that she was square onto me, and that felt quite open, she wasn’t 
sat to one side or whatever, her body wasn’t facing somewhere else, she was 
facing directly at me, umm I notice now on the video she’s was crossing her legs 
and slightly her arms, but main image from what I remember was just of her top 
half, from her shoulders up.
I: And what was it about that? What was happening there?
P: It was, I think a lot of it was to do with eye contact; it was her eyes that I really 
remember focusing on.
I: Could you say a bit about that? What it was like?
P: It’s funny ‘cos sometimes eye contact can seem a bit overwhelming or a bit 
attacking or a bit intrusive, whereas it didn’t. There wasn’t a sense of that, even 
though she was looking straight at me, umm but, I think she was probably 
nodding as well quite a lot, and didn’t have much of an expression on her face, 
other than sort of an open expression, so, umm, like I wasn’t caught up at all in 
thinking, ‘I wonder what she’s thinking about’, which I’m often wondering what the
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person is thinking about when I’m talking to them, because she was neutral, but 
she wasn’t cold. There’s this funny balance. So it did mean that I could just, sort 
of talk and find my way without having to double think about her as well. So I 
wasn’t even worried if she was understanding me or not, ‘cos there was 
something about her gaze that...
I: Something about her gaze?
P: Yeah, You know sometimes with eye contact, or even when you look at 
someone eyes they’re a bit glazed over, they are kind of thinking about 
something else, sometimes they’re full of intensity and you know they are feeling 
something, and it was neither of those two, it was another type of eye contact, it 
didn’t even look like she was formulating things in her head or thinking about 
things, she was just... I guess it was like a mirror.
I: Is there anything else you want to add?
P: Other than the fact she wasn’t smiling or frowning.
I: Ok well what you’ve said so far is the kind of thing I’m interested in exploring. If 
anything changes or you’d like to add to that then just say so and I’ll pause it 
again.
Audio 7:36; DVD 5.03
Client continues to unpack problem. Therapist remains quiet, nodding, attentive 
gaze. Therapist then begins to summarize client’s narrative. Use of gesture 
during summary.
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P: Maybe this isn’t relevant, but whilst I was talking I was aware that I was giving 
her a lot of information about the fact they were going for her birthday on 
Wednesday, and the fact I didn’t really know what I was talking about, you know, 
and I was a bit concerned about whether she was keeping up with me, whether 
she was understanding. I appreciated the fact that she actually didn’t interject, 
that she just sort of ‘ummm’, ‘ummmd’, rather than, you know, stopped me or 
tried to figure things out at all, or ask for clarification, or anything like that, umm 
so I really valued her intervention here where she just sort of summed up more. 
She gave a form to what I had given her, which I wasn’t aware of. You know, I 
thought I’d given her lots of little things and she just sort of created it into a whole. 
And there was something about the way she used her hands, as well that helped 
that -  she was sort of doing this {Ruth copy’s therapist’s side-to-side hand 
gestures) and she was sort of talking about this and talking about that, and that 
somehow made me feel she understood and that she had it in her, in her, ummm, 
yeah, she had sort of encompassed it in some way.
I: Maybe you could say a bit more about that experience, because you are trying 
to say quite a lot and you are wondering about ‘is my therapist getting this’. And 
your therapist summarized it with words, but could you maybe say a bit more 
about what her expressiveness did to your process or what you found helpful 
about it? I’m just wondering what you were getting from that.
P: Yeah, umm I think I was getting containment from it, so with her having an 
understanding, It felt like she was getting to the heart of the issue I was bringing, 
or, not even the heart, but had just understood something important on the 
emotional level. And that felt containing what she had understood.
I: Could you say a bit about what you mean by containing?
P: Ummm, that, ummm, how do I describe containing?
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I: Just what did it do for you?
P: The image I have is of a mother and a child and when the child doesn’t know, 
you know, that they are hungry or their nappy is dirty, what ever it is and they are 
just like, getting in a bit of a panic, a bit of a confusion and they are making a 
noise and communicating something, and then the mother knows what it is that’s 
wrong and can, so maybe it’s that communication and understanding, someone 
understanding what the experience is like for you.
I: So you knew in a way that she was following you and that?
P: Umm, the fuzziness, the confusion, there was something reassuring about it 
and I wasn’t sure if I was making sense. And I didn’t know how much work I 
needed to do for the therapist, as it were, making it clear, and this is the issue 
and making it discrete. And I kind of just decided to trust her and see whether she 
would cope with it almost and she did and that felt really reassuring that I didn’t 
have to go over anything and restructure what I’d been saying or thinking in a 
way that she could then understand, she’d already got it.
I: Can you remember what you were feeling when you were sitting there? 
Because you’ve given quite a physical sense of someone who is quite solid and 
can take what you are saying. Did that effect how you were feeling in yourself?
P: I definitely felt quite awkward and quite fidgety and self conscious and, umm, I 
noticed at the beginning I was picking my fingers which I do when I’m bored but I 
also do when I’m anxious. And just also in the speed of my speech I was talking 
quite quickly and I wasn’t breathing very deeply either. And as the session went 
on, I think it was probably after that she said this, but as the session went on I felt 
more relaxed and I noticed I slipped down my chair, which I didn’t do at first.
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I: So you were getting quite a lot from her kind of presence in a way.
P: Yeah.
I: Is there anything else you want to add?
P: Just how much her face stood out. It’s a bit random. But looking at her now 
she looks quite dark, obviously she’s got dark hair and is wearing a dark top, but 
all I remember is quite a light image, it’s quite a light image I have in my mind.
I: And what was it about her face? I’m wondering what you were getting from that.
P: Ummm, a bit of clarity, it might sound odd, I think it was partly that her face 
was like, she wasn’t frowning. There was something about it being light and clear. 
Like I could easily see her, and there wasn’t anything in the way.
I: So you could see that she was there following you, there was no interference?
P: Yeah, exactly, there was no distraction, there was just her face which was light 
and everything else faded into the background.
I: So something about focusing?
P: Yeah, definitely. And I noticed that I wasn’t really looking at her that much so I 
was off to the right of her trying to think and pace things together. But when she 
spoke I would look at her and that was helpful in my process, just focusing on 
what she was saying rather than my eyes going elsewhere in the room.
I: Ok I’ll put it back on if you want? (Interviewee nods).
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Audio 17:38; DVD 7:00
Therapist has just moved position in chair.
P: Just a very little thing. When she adjusted herself in the chair my thought 
about it was that she has been anxious. I hadn’t got a sense that she was 
particularly anxious apart from in her first intervention when she repeated herself 
a few times but, so when she did that my thought was she’s making herself more 
comfortable, she becoming less anxious, yeah. So I just sort of noticed that, 
yeah, and I know that for me when the therapist sometimes moves or does things 
I wonder if I’m boring them, or do they feel uncomfortable and have to entertain 
themselves by positioning themselves differently or get a new sensation for 
themselves in the chair because I’m not giving them enough. Whereas I didn’t 
think that. I thought she was just making herself more comfortable and more into 
what we were doing.
I: Could you maybe say what it is about....there’s seems to be something going 
on with your therapist where what you are noticing about her and the way she’s 
sitting is sort of positive not ambiguous, umm, what am I trying to say?... is there 
anything that you could put in your own words?
P: Yeah, there wasn’t that ambiguity, I was just quite, umm, sure and comforted, 
that comfort type of feeling, I wasn’t confused or I wasn’t second guessing, I was 
confident in my therapist.
I: How did that effect you?
P: It just meant that I could think clearly and slow down and because I tend to 
worry about what the other person is thinking or feeling, or what’s going on for 
them, it meant I didn’t have to do that. Or I started to not do that, anyway and I 
was able to do that.
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I: So sometimes you can notice things about the therapist’s movement which is 
disconcerting?
P: Yeah, yeah, yeah, which didn’t happen here. But it could be anything from 
shifting in the chair or looking at the clock can make me uncomfortable.
I: Shall I? (nods)
Audio 24:09; DVD 9:08
Client gives long description of recent event. Therapist quietly listens with nods 
and umms.
P: She said yes a few times when I had said a few things, and that gave me the 
impression she had understood, and I don’t know whether she had understood 
but it almost meant I didn’t have to talk about it anymore, I didn’t have to go on to 
sort of explain it and I’d brought up a few things, having kids, for example, and 
that could have been a whole arc of conversation in itself, and there were a 
number of those, whereas because my therapist responded with a umm, a yes or 
a nod, or whatever, I could think that she’s got it, so I could move onto what I 
really want to talk about even though I wasn’t a hundred percent sure what I 
wanted to talk about, but go in the direction I was going in without stopping in all 
the lay-bys.
I: So the nods were helping you to think ‘does she follow me?’
P: Yeah. So the nods were keeping me going but it was more than that, it was an 
acknowledgement she understood and I didn’t have to explain myself further.
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I: ok.
Audio 23:38; DVD 11:12
Client moving in jerky way, therapist using slow graceful hand movements, soft 
voice.
P: There was something very gentle in the way the therapist was being, in the 
tone of her voice, the fact she had a foreign accent, sort of softened things. Not 
getting things one hundred percent right in pronunciation, it softened, it felt as 
though it softened what she was saying, watching now she’s listing things on her 
fingers but it felt very different in the session. It felt very soft and gentle, not like 
she’s boxing things up.
I: And what was that like for you, the voice tone and the way she’s organizing 
things on her fingers, you say it was different in the room. What was different 
about it for you? What were you getting from that?
P: There was something that was really soothing about it and the pace as well, 
pace was a big thing. It didn’t feel rushed at all or too slow, it was just right. I think 
I was rushing along with all sorts of things. And there was something about the 
pace that she followed me, but didn’t hurry along with me. Her coming in slowed 
things down but also, it felt very reciprocal, I wasn’t interrupting her and she 
wasn’t interrupting me.
I: And how did that help you? If you can remember.
P: All of it just helped me not to worry. Because I had been anxious about what to 
talk about, and I do this thing about trying to guess what’s in the other persons 
head. It helped me not to worry about any of that that. It meant I didn’t have to
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take responsibility, so I could just be free to go where I wanted, talk about what I 
wanted at the pace I wanted.
I: And there’s something about the voice tone and the gestures which contributed 
to that.
P: Yeah, and the way she was moving her hands, it was all very gentle, the way 
she nods her head, its not particularly vigorous.
I: Because your movements are quite quick.
P: Yeah, jerky.
I: Ok.
Audio 33:29; DVD 13:42
Therapist provides long summary; Client appears to relax in chair.
P: This was the point in the session when I stopped worrying about everyone who 
might be watching it. Because from the beginning I’ve had this image in my mind 
that everyone is there watching. Even though I didn’t think she was aware, she 
was just focused on me. I wanted to focus on me and her but was also wondering 
about all these other people. Which is part of why I said it so I could stop thinking 
about that. And again she didn’t take her gaze off me throughout when I was 
talking about this, whereas I half expecting her to almost refer to all these other 
people who I thought were in the room. Because I’d been talking about being 
here and things there and she almost ignored that and carried on looking straight 
at me, working very much with me and what I was bringing. And even though her 
intervention wasn’t spot on, or at least it didn’t really resonate with me, there was
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something about it that lowered my anxiety and was really reassuring and 
comforting that she was trying to make sense of something in a way I couldn’t get 
too, she wasn’t feeling the anxiety I was, it felt like she was able to think and she 
was wondering about things and that felt really nice, I dunno.
I: You said earlier there was something about from here up (i.e. face and head) 
which you were finding really helpful. Is that something which occurred in this 
period as well? Does that resonate with your memory of the session?
P: What in terms of her still holding my gaze?
I: Umm, I suppose just what you were getting from her persona in a way. This 
sense that she was somehow reassuring.
P: I think the eye contact and also the fact she was staying quite still, uuum, 
although she wasn’t rigid, but she was very still and that in itself felt, yeah, solid, 
and it felt like, yeah, and also the thing she said about silence, that we could sit in 
silence, and I just felt, ‘oh, thank goodness’, if I want I can not talk.
I: So there is something about her stillness? Is there anything more you could say 
about that?
P: I think it conveyed calmness when I wasn’t feeling particularly calm, and it sort 
of seemed as though she wasn’t uncomfortable or, you know, ill at ease, umm, so 
I didn’t have to worry about her, umm, and, and also that she wasn’t, there was 
something about her, like it felt as though she was really meeting my mind, umm, 
and almost as if she had forgotten about her body, but not in a way that she was 
splitting head and heart, which is kind of what I’ve been talking about, but just 
that she was so focused on me that the rest of her didn’t even matter, like it, 
umm.
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I: It’s almost like her body was just looking after itself.
P: Yeah exactly, because I felt the connection was between our faces, that’s 
where I felt connected with her, with the gaze, and so, I guess similar to what I’d 
been talking about, so there wasn’t all this other stuff going on that I wasn’t aware 
of, so I was just aware of her gaze and her face mostly and I wasn’t distracted.
I: So what you were talking earlier about containing. There was something 
containing about her face and gaze.
P: And like her body looked after itself. It was just sort of there but it didn’t need 
attending to by her or by me.
I: Anything else coming to mind.
P: No I don’t think so.
Audio 41: 30; DVD 14:44
Client becomes on the verge of tears. Therapist sits quietly, slight leaning 
forwards, neutral but caring expression.
P: There was also something about her not actually making too many facial 
expressions, so there were times in this beginning part where I felt myself well up 
and then didn’t and I suppressed it, and I knew she could see although I was 
hoping none else could, but she didn’t, you know I could imagine one response 
would be to give me a bit of a sympathetic look or an ‘are you ok’ look, but she 
didn’t and I really liked that, umm.
I: What was it you liked about it?
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P: Umm, because it happened again when I said I felt tearful and she didn’t say 
‘oh you feel tearful’, she just gave a calm strong response. What did it do for me? 
I think just that, yeah, the solidness of it, not making it more than it is, maybe also 
me not having to worry me and thinking ‘oh gosh am I going to break down in 
tears or am I not’, umm, it didn’t interfere. So it was just held, it didn’t need to be 
focused on, it was just known, and I guess I could keep going without having to 
stop and interrupt anything, and again I wasn’t wondering what she was thinking 
because she was just quite straight faced.
I: And again, I think you just said it, you weren’t experiencing that thing about her 
face making you second guessing her process.
P: And I think that’s probably the thing which throughout the whole session really 
helped because I wasn’t wondering about her.
I: So there is something about her demeanour, her face or gaze, which is doing a 
lot of work. Is it a bit like that?
P: Yeah, and the things I remember from the session is I don’t actually remember 
much about what she said. But I remember feeling followed and understood and 
I don’t think that was verbal I think that was, yeah, that was in her calmness and 
her steadiness, she was really steady, a steady pace and also she would slightly 
nod, you can see her nodding here but it looks more exaggerated on the film 
because it felt more like an acknowledgement.
I: Ok.
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Audio 48:06; DVD 15:40
Client is sitting twiddling fingers whilst talking about quite difficult material
P: I think by this point I’ve been able to really start to think and make links and 
reflect and I think I was too busy before, whereas there’s something about getting 
to the point when I’ve calmed down and using the situation. And I remember 
doing this thing with my hands, and when I’m talking about not trusting her I’m 
almost stroking my self almost looking after myself and I remember thinking, I 
remember reflecting on what I was doing wondering about some self soothing or 
what ever, but also expecting that the therapist would have noticed and almost 
trying to communicate something to her in this sort of deliberate way.
I: So you’ve noticed you were doing it and you’re wondering if she’s noticed?
P: Well I thought that she was noticing it.
I: What led you to think that she had?
P: Well it wasn’t that her gaze changed or that she picked up on it or anything, it 
was just because up to that point I’d felt that she’d really looked in on me and 
was understanding something. It’s more than understanding, I don’t quite know 
what the word was, like she was containing me or really with me or something.
I: Like providing a place for you to arrive into almost?
P: Yeah, exactly. And I think I trusted that because of the beginning part of the 
session she’d be able to pick up on the kind of subtlety of things without me 
needing to spell it out, that kind of letting her take responsibility. And I think that 
was one of the things that I though she’ll get that somehow even if it isn’t a
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cognitive thing. Maybe it’s also about her really receiving a communication, that I 
could really communicate, umm.
I: Ok.
Audio 53: 12 ; DVD 17:41
Period of silence. Client looks tense, confused. Looking slightly away from 
therapist. Therapist sits holding clients gaze. Still posture.
P: I don’t know whether this is relevant ‘cos it’s kind of about what she’s said. 
Well the first part about what she said about ‘you’re wondering whether you can 
feel safe’, or something like that, that really hit me quite hard and, umm, because 
it was almost as if I hadn’t realize that that’s what it was and I kind of thought ‘oh 
is that what I’ve been talking about’, but not in a questioning way because she’s 
wrong but in ‘oh may be this is what I’ve been looking for or trying to work out’ 
and then I was just sort of stuck on that and she carried on talking for quite a 
while, much of which I think I ignored or, umm, and then looking at it there was 
quite a long silence and in the silence I remember getting more and more 
confused and quite anxious, umm, and then not being able to think clearly like I’d 
lost the clarity I had before, umm, and I wonder now whether she’d said 
something that hit the mark and then gone on to ask about something else 
without giving me enough time to think about that. Actually I think I remember 
feeling that in the moment, and thinking ‘oh I need to think about that’ ‘hold on I 
need to process this’, umm, whereas then there was another question and then I 
got a bit lost.
I: It’s interesting watching you in the silence you look very frozen, sitting very still. 
Can you remember what brought you out of that, that you might have found 
through the therapist?
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P: In this moment?
I: Umm, you’d said you were feeling quite confused, anxious.
P: And I think that’s why I was so still because my mind was starting to go a bit 
like in panic mode when you do just kind of stop, and you just felt like ‘waaaah’. 
And all I could tell her was I’m finding it difficult to think, just to keep 
communicating, to give her something. Umm. And I had stopped looking at her as 
well at this point and I’d lost her and it felt like I’d just become a person in this 
space and her face, that gaze I’d lost it.
I: That’s what I was wondering about.
P: Umm, so, shall we watch a bit more and see what’s happening.
Audio 58:18; DVD 18:20
Client ceases to look at floor and begins to look at therapist Therapist has just 
asked question.
P: At this point I’ve gone back into thinking and able to forget about her, well not 
forget about her, but safe enough to just muse and think about things and make 
links without having to worry, and I remember distinctly feeling at that point where 
she asked me another question, and I remember thinking ‘thank goodness she’s 
caught me’, and that actually being the phrase that came to mind, that she caught 
me and given me something and she’s back again and I’m looking at her, umm, 
so it was a mixture of her asking me a question which I could then refocus on 
and attempt to respond to and she also did a lot of nodding when I first started 
talking, umm, in that little bit.
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I: So there is something about you feeling a bit fragmented and gazing quite 
intently at the floor. Could you say a bit about what it was that brought you back, 
‘cos you kind of go back to her in a way.
P: Yeah, so I was back, there was definitely a sense that we were now back 
together and I wasn't struggling on my own. She was there. She was still 
attending to me, she hadn’t gone off somewhere whilst I had been, you know, 
ignoring her or lost in my own world. But she was that kind of idea of a secure 
object, or that kind of stability. She hadn’t moved.
I: That sounds like quite a visual experience? Is that fair to say?
P: Umm, Yeah, yeah, yeah. Umm, there’s something about it being, I think 
because I’d felt so understood or mirrored or contained or whatever, by her, that 
that’s what felt safe, so I could then let my mind wander and she would manage 
whatever it is that I bring her. I didn’t have to worry about that. Whereas, when I, I 
don’t know how I ended up looking at the floor, but when I started looking at the 
floor started getting lost in my own thoughts, it was literally like, well it’s just the 
complication now, I’m kind of, when I’ve stopped taking responsibility and 
stopped trying to order things and worry about them myself and then I was just 
left in this confusion. Whereas being able to go back to her meant again I could 
say ‘oh yeah, she still there’, she can then just, its that handing over of 
responsibility again, and she’s able to manage that I think.
I: So what is it about her that’s still there? What is she contributing to your 
experience in terms of her presence?
P: Yeah, so I think again the eye contact, the face, just the kind of image of the 
face facing directly at me, being there, listening. Her eyes not being glazed. She 
didn’t have anything going on in her facial expression particularly, but not being
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absent, you know, not blank. And not too intense, not too in my face or attentive 
almost. Umm, and, and also the fact that she hadn’t looked to the ground. She 
hadn’t changed even her body position. She was just still there, and there was a 
sense of familiarity that ‘oh I knew this’ and ‘yes that was safe’ and you know 
then being able to kind of just go back into that without having to re-find her 
again, almost that because it was familiar and it was safe and she was the same. 
Because I’ve changed my legs a few times whereas she hasn’t moved at all.
I: Yeah, she’s very sort of composed. Ok. I think we’ve got about another five 
minutes.
Audio 66:30; DVD 21: 20
Client becomes tearful. Therapist very still, slows in manner. Voice slows, gentle 
in tone.
P: What I’m noticing here is just how soothing and gentle her voice is and almost 
how it changed and became more soothing as I was talking about being upset, 
she was ‘umm’, very kind of gentle and comforting, very soothing, almost as if 
she was stroking me with her voice. And there was a couple of times where she 
finished off my sentence and again, just the flow, there was something about the 
flow that just really, almost kind of that attunement when you almost become one, 
because sometimes when people finish off my sentences it can be a bit 
annoying, particularly if its not exactly what I want to say, or they’re not letting you 
say it, or sometimes it can really be exciting ‘cos they’ve really got it. And it was 
nether of those it was just a, yeah, I don’t know how to put it, just a oneness, and 
eh.
I: Like she’s right there with you.
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P: And particularly with the when I was talking about tears welling up and then 
suppressing them, which was quite a difficult thing to say, umm, she was doing 
her umms and yeah, not too eager.
I: So something about the pace which felt right. This might be quite a good place 
to stop.
P: ok.
I: Thank you.
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Appendix G
Journal Contributor Guidelines
Submitting a paper to Psychology and Psychotherapy: Theory, Research and
Practice
This journal’s emphasis on theory, research and practice was deemed a suitable 
publication for a grounded theory study which is based on the psychotherapeutic 
interaction.
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Rumble, B. (2008). Knowing the brain, unknowing the body. 
Counselling Psychology Review, 23, 70-73.
This article was published as a response to Rizq, R. (2007). Tread softly: 
Counselling psychology and neuroscience. Counselling Psychology Review, 22, 
5-18. Rizq (2008) then provided a response to my article entitled: Tread softly, 
again: A response to ‘knowing the brain, unknowing the body’. Counselling 
Psychology Review, 23, 74-77.
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Abstract
Increasingly knowledge of right brain function is thought to legitimise therapeutic 
practices which emphasise that the therapist be experienced as being in a state of 
affective attunement to the client. In thinking about how neuroscience makes its way into 
the consulting room, the paper considers the idea that while in general neuroscientific 
and hermeneutical knowledge might combine to form a more complete account of client 
distress, the specific locus for this epistemological combining will always also be the 
therapist and his or her relationship to this knowledge. In thinking about the ontological 
specificity of the therapist, the paper considers the idea that therapeutic knowledge is 
itself a kind of object relation which the therapist holds in mind within the setting. And in 
considering the specificity of neuroscience as an object relation, the paper posits that the 
therapist’s relation to neuroscience is felt right on the body, through the introduction of 
affect attunement based practices. Elaborating on this hypothesis the paper considers 
that a counselling psychological holding in mind of neuroscience might lie in thinking the 
therapist’s body as a specifically relational presence.
228
Research Dossier -  Journal Article/ Conference Abstracts
Introduction
In her timely article “Tread softly: Counselling psychology and neuroscience”, 
Rosemary Rizq (2007) raises important questions regarding how counselling 
psychologists might combine neurobiological and hermeneutical knowledge in a 
way which is therapeutically useful. Indeed, this might be regarded as a 
constitutive problem for counselling psychology as a body of knowledge, situated 
as it is at the borders of empirical science and the humanities. As I make my way 
through the three discourses which compose counselling psychology training, it is 
difficult not to be aware of a fourth ‘hybrid’ discourse which, though not formally 
taught in depth (at Surrey at least), is still very much in the air. I’m referring to the 
increasing convergence of neurobiology, developmental psychology and 
psychotherapy found in the work of Schore (2003), for example, and which, 
drawing on knowledge of right hemispheric function, places a particular emphasis 
on a specifically embodied approach to client distress based on non-verbal affect 
attunement.
Encountering this powerful emerging discourse has helped me to consider an 
awareness of my own body to be an important component of the therapeutic 
relationship and my personal development as a practitioner. However, while my 
admittedly inexpert knowledge of the orbital prefrontal cortex broadens my 
understanding of client distress, enhances my sense of competence and, 
intellectually at least, reinforces my decision to cultivate an awareness of affect 
attunement and non-verbal expression within the therapeutic setting, I’m 
perplexed as to the exact sense in which my interventions are based on a 
knowledge of neurobiology, as opposed to the phenomenological knowledge of 
the client which emerges within the setting itself. At first sight it seems that 
although the legitimacy of a more embodied form of therapeutic relating, such as 
affect attunement, can be said to be based on neuroscience’s account of 
autonomic arousal, my relationship as a practitioner to this body of knowledge 
seems indirect in comparison to the my more immediate relationship with the
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client, and the lived body which, based on such interventions, emerges between 
us.
It Becomes You: Knowledge as Synthesis and/or Relational Encounter 
Within the literature, hypothesised neurobiological mechanisms, such as a mirror 
neuron system, are thought to complete previous experiential or 
phenomenological investigations into the lived body, and so provide a ‘unified’ 
account of social cognition (Gallese, Keysers & Rizzolatti, 2004). Thought from 
the perspective of therapeutic treatment modality, the implication of this synthetic 
approach (and Rizq (2007) appears to subscribe to this position), is that 
phenomenological enquiry into client distress is insufficient without a knowledge 
base drawn from neuroscience. While not seeking to question the increasing 
importance of neuroscience to our understanding of client distress, to view 
neuroscience as the other half of a phenomenology which would otherwise be 
insufficient is to risk creating what, following Lyotard (1984), might be referred to 
as a ‘grand narrative’ of client distress. Such an endeavour arguably misses an 
essential point about phenomenological knowing which is well made by Merleau- 
Ponty (1962), namely that our phenomenological knowledge of the lived body is 
necessarily constituted by gaps, and hence is partial and incomplete.
My reticence, then, in viewing neuroscience as phenomenology’s other half, 
lies in the idea that we might forget how important these gaps are. And this is 
more than simply a philosophical point. Living with an incomplete knowledge, 
living with the anxiety of unknowing, is arguably an important aspect of being a 
clinician. Rather than attempt to synthesise neuroscience and phenomenological 
knowledge into an overarching account of client distress, perhaps the question of 
how these forms of knowledge combine could be better located at the point of 
intervention - the point at which as therapists we encounter and incorporate 
different kinds of knowledge into our practice.
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However, as hinted at in my opening paragraph, the implication of this 
position is that although neuroscience provides an empirical grounding for 
interventions such as affect attunement, neuroscience is itself somehow left at 
the door of the setting and the phenomenological knowledge therein. This, 
however, is clearly not the case. Even if it seems that neuroscience and 
phenomenology are epistemologically distinct, it remains that once within the 
setting there is, in a sense, nothing outside the setting. In other words, 
therapeutic knowledge, in all its forms, is itself a kind of object relation which the 
practitioner holds in mind within the setting itself. Not to interrogate this 
relationship to knowledge is perhaps to risk the increasing influence of 
neuroscience somehow encircling the therapeutic setting as an unacknowledged 
third. In other words, while in general neuroscientific and hermeneutical 
knowledge might epistemologically combine to form a more complete 
understanding of client distress, the locus for this combination will always also be 
the therapist and his or her relationship to this knowledge. Again this is more than 
just a philosophical point. Different types of knowledge and discourse - scientific, 
cultural, and literary -  arguably spark different phantasies and affects in the 
therapist, which may then be handed onto the client.
Phantasies of Completion 
Perhaps I’m overly sensitive to viewing knowledge as a kind of relationship 
because as a trainee there is always a discourse on the horizon, which both 
makes me aware of and promises to fill the gaps in what I thought I knew. And as 
a trainee in an applied psychology which, arguably, is founded on the therapeutic 
relationship, it seems important to cultivate a thoroughly relational perspective on 
the knowledge which influences my practice, as well as the client whom I come to 
know within this practice. It seems to me that it is at this point, this coming to 
know the other, that the two forms of knowledge meet and form a kind of two way 
street. For example, in pondering my own relationship with neuroscience I’ve
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considered the phantasies which this discourse engendered in me. Just as the 
child holds phantasies of what lies inside the mother’s body, it seems that 
interventions ‘known’ to facilitate change at a neurobiological level can inspire 
phantasies of knowing the client from the ‘inside out’, as it were. Also 
neuroscience brings a very different sense of legitimacy and authority, to say 
drawing on literature as a source of therapeutic inspiration. In many ways this 
phantasy of completion may have supplemented what is often my experience as 
a trainee, and which involves my learning to tolerate states of incompletion or 
inexpertise. But there does seem to be something specific to neuroscience which 
promises to get beyond the ambiguity of phenomena and reveal the full story in 
words and pictures, as it were.
The Body Present but Unknown 
Phantasy aside, perhaps a more circumscribed site from which to consider the 
specificity of a relational understanding of neuroscience can be found in 
Foucault’s (1977) observations on the power of knowledge to make bodies 
present through the creation of new practices. This relationship between 
knowledge, power and the body can already be seen in the increasing 
requirement to present neuroscience to counselling psychology and for 
counselling psychology as a professional body to give an account of itself to 
neuroscience. More specifically, however, it seems that the power of 
neurobiological psychotherapy to effect therapeutic practice lies in the 
introduction of interventions based on the therapist’s use of their own body to 
facilitate change in client autonomic arousal. In other words, as neuroscience 
becomes an important reference point for our understanding of client distress, 
what might be at stake in neurobiologically based interventions is the increasing 
presence of the therapist’s body within the therapeutic setting. Neurobiological 
psychotherapy has yet to be manualised and, as such, the legitimated outline of 
what this body might be like depends on how neuroscience is received by the
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various professional bodies which make up applied psychology and 
psychotherapy.
Writing from experience and using the two way street analogy offered earlier, 
as my own relationship to neurobiological psychotherapy has developed, my own 
body has become increasingly present within the therapeutic setting. And writing 
as someone training within a counselling psychology ethos, I’m increasingly 
realising that any awareness of my own body within the setting is always in 
relation to my client. Based on a reading of the Italian psychoanalyst Ferrari 
(2004), I understand this more somatic relational presence as a ‘vertical 
relationship’, which supplements the more traditional ‘horizontal relationship’ 
between therapist and client (Rumble, 2008). And I find that the challenge and 
complexity of this vertical relationship is that it is largely non-verbal. I don’t mean 
this simply in the sense that sensations aren’t words. But in the sense that the 
vertical relation to my own body often makes its presence felt within the setting 
when the client becomes lost for words. While language and sensation usually 
run in parallel, it is at these particularly moments that it becomes important to 
listen with an ear tilted in the direction of a less than linguistic presence. And 
what is strange, even uncanny, about this experience is that as sensations 
become inchoate signs my own body is never simply present, but announces a 
presence which at that point seems unknown to both myself and the client.
Listening with the body, then, is a little like stepping into the unknown. And so 
as I begin to tread softly on neuroscience, and, ever mindful of the gaps, make 
my way as a trainee, I’m often reminded of Spinoza’s dictum that in matters 
relating to the body “we don’t yet know what a body can do” (Deleuze, 1978). As 
neurobiologically based interventions increasingly present the therapist’s body to 
the therapeutic setting, perhaps one role for counselling psychology might lie in 
thinking this body as a specifically relational presence; a relation, then, to a 
knowledge which makes its presence felt right on the body, and to the client 
whom I come to know with this body.
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Approaching the therapist’s body.
Abstract
The background to my paper is the emphasis placed by the emerging discourse of 
psycho-biological therapy on the therapist’s being experienced in a state of non-verbal 
affective attunement with the client. The paper posits that one possible consequence of 
this approach is the increasing presence of the therapist’s body within the setting. In 
thinking about how this presence might make itself felt the paper considers two 
specifically relational perspectives on the body of relevance to counselling psychologists. 
Merleau-Ponty’s phenomenological account assists the therapist to consider their own 
lived body as a specifically intersubjective entity, and emphasises the therapeutic dyad 
as a two-body harmonic. Armando Ferrari’s psychoanalytic account emphasises that 
disharmony within the dyad is experienced as breaks in the Vertical relation’ of each 
member to their own body. The paper considers how these two accounts might coalesce 
to form a therapeutically salient hermeneutic consisting of the body in relation and the 
body as relation.
Individual paper presented to the Joint Conference of the Divisions of Counselling 
Psychology 2008, 20-21 June, Trinity College, Dublin.
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The embodied and affective interaction between client and therapist
Abstract
Objectives: Psychotherapy increasingly draws on infant studies and neurobiology to 
emphasise the role of the embodied and affective interaction between client and 
therapist in the co-construction of the setting. However, little empirical research has been 
undertaken on how dyad members experience this largely unspoken dimension. A 
completed study explored therapist embodiment. A forthcoming study explores the 
interaction from the client’s perspective.
Design: The completed study was qualitative in design and used Interpretative 
Phenomenological Analysis. The forthcoming study will use Grounded Theory.
Method: For the I PA study semi-structured interviews were employed with six 
experienced therapists. The grounded theory study uses interpersonal process recall to 
interview trainees who have played the role of the client in a video recorded therapy 
session.
Results: The I PA study revealed three supra-modal themes: ‘A sense of connection with 
the body’ (sub-themes included: ‘body attunement’ and ‘health and well being’), ‘the 
relational body’ (sub-themes included: ‘the body as receiver’ and ‘a careful weighing of 
the body’) and ‘the reciprocal impact of client and therapist’s body’ (sub-themes included: 
‘managing the body on display’ and ‘the body between sessions’). Preliminary results of 
the grounded theory study suggest that the embodied interaction with the therapist 
provides an experience of being received and of being joined by the therapist.
Conclusion: The completed I PA research suggests that the embodied interaction is a 
complex process which is characterised by a sense of attunement with and located ness 
in the body, and an ability to tolerate and make therapeutic sense of disturbances in this 
sense of locatedness in relation to the client.
Paper presented as part of a symposium on ‘daring research’, to the Division of 
Counselling Psychology Conference 2009, 10-11 July, Warwick University, Warwick.
236
